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Abstract 
GERIATRIC NURSE PRACTITIONER'S HEALTH PROMOTIVE BEHAVIORS: A 
TEST OF THE THEORY OF REASONED ACTION 
Sandra L. Venegoni, R.N., Ph.D. 
Medical College of Virginia--Virginia Commonweal th University, 
1991 
Major Director: Dr. Martha Neff-Smith 
The purpose of this investigation was to develop an 
instrument to test the theory of reasoned action (Fishbein & 
Ajzen, 1975) in a new behavioral domain the health 
promotive behaviors of geriatric nurse practitioners (GNPs). 
The two behavioral categories included in the study were 
health assessment and health teaching, each with its 
individual index of actions. 
A questionnaire was developed to examine the beliefs of 
a sample of 200 certified geriatric nurse practitioners and to 
test the relationships of the theoretical model. Names of the 
subjects were randomly selected from the American Nurses' 
Association 1989 list of certified GNPs. Ninety-four returned 
questionnaires were included in the data analyses. 
Data analysis included frequency of demographic 
attributes, correlation, stepwise multiple regression, and 
factor analysis. Estimation of validity and reliability of 
the instrument were sufficient to warrant reuse of the 
instrument. 
As a homogeneous group, the geriatric nurse practitioners 
shared strong personal and social beliefs about carrying out 
health promotive behaviors with older clients. They perceived 
that important others in the organization think the GNP should 
carry out health assessment and health teaching with clients. 
The theory was partially supported in the investigation. 
Intention was a determinant of behavior in both categories. 
Attitude was a more significant predictor of intent to carry 
out behavior than were the perceived social pressures. 
Motivation to comply with important others was not a 
determinant of the subjective norm. 
Results from this study hold implications for both nurse 
educators, clinicians and health care administrators. In a 
period when reimbursement for nurse practitioners and cost 
containment have become realities in the health care system, 
a GNP who carries out health promotive behaviors with the ever 
increasing number of elderly clients will be a desirable asset 
in any health care system. 
Chapter One 
INTRODUCTION 
Throughout the 20th century, Americans have witnessed 
unprecedented changes in health care. Included among the 
major changes are the demographic characteristics and health 
conditions of the recipients of care, the setting in which 
the care is delivered, the type of care received, the 
payment for care and the health care providers. While 
these changes have affected all individuals and every aspect 
of life in our society, one particular group stands out as 
significant - the population of persons over 65 years of 
age. During the past century, the number of elderly has 
increased and the characteristics of this group have been 
transformed. These changes continue to place an increasing 
demand on health care systems. 
In order to understand the multiple ongoing forces 
impacting the elderly, and health care delivery, one must 
understand certain changes that have occurred in our society 
during the older persons lifetime that have brought them to 
the present moment in time. 
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The Social Milieu and Health Care of Older Persons 
In 1790, when the first U. S. census was taken, half of 
the population was 16 years of age or younger (Cox, 1978). 
In 1983, 26.7% was under age 17 (U.S. Bureau of the Census, 
1985) and there was a rapid population growth at the other 
end of the life cycle. America experienced a "demographic 
revolution ... as the numbers and proportions of old and very 
old people more than doubled within our current lifetimes" 
(Williams, 1986, p. vii). One needs only to compare the 
U.S. Census of 1980 to that of previous decades to recognize 
the increase in number of citizens over age 65. In 1980, 
there were 26.8 million people, 11.3% of the population, who 
were 65+ years of age. In the 1900 Census, only 3% of the 
population were in this age group and only 1 out of every 16 
persons was over age 60. This increased to 1 out of every 6 
persons by 1980 (Pegels, 1988). It has been projected that 
by the year 2000, 12.5% of the population will fall into 
this age group with about a 2% increase each year between 
now and 2020 (National Institute on Aging, 1987). 
Not only has there been a greater increase in number of 
persons over age 65 but individuals are experiencing an 
increased life expectancy. In 1980, someone 65 years of age 
could expect to live to 81 years of age while a person 85 
years of age could expect to live to be 91 (Somers, 1980). 
Life expectancy varies according to gender and race. In 
1983, females tended to outlive males, and white persons 
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tended to outlive black persons (National Center for Health 
Statistics, 1986). The most rapid growth in any age group 
between now and the year 2000 will be in the 85+ age group, 
the oldest-old (National Institute on Aging, 1987). More 
recipients of health care services in this country belong to 
the over-65 years of age group than any other group. Sheer 
numbers of aging adults provide multiple challenges for the 
health care system of the 21st century. 
Elderly recipients of care have witnessed an evolution 
in health care during their lifetime to the point where 
health care is now the third largest industry in the country 
in terms of U.S. general public expenditures (Koch, 1988). 
In 1985, health care expenditures accounted for 10.7 % of the 
gross national product, an increase from 4.4 % in 1950 and 
7 . 5% in 1970 (Waldo, Levit, & Lazenby, 1986). While 
comprising only 12 % of the U.S. population in 1984, the 65+ 
age group accounted for 31 % of the total personal health 
care expenditures which are estimated to total $120 billion. 
This averages $4,202 per year for each older person and is 
three times more than that spent by younger persons. It is 
expected that $1,000, or one-fourth of this $4,202, comes 
from older persons direct payments (AARP, 1987). 
The growth of the health care industry can be traced 
to changes in three major areas during this century: the 
predominant health problems of the people, technological 
advances, and social organization for the use of technology 
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(Williams & Torrens, 1988). The shift in predominant health 
problems has happened in the lifetime of persons who were 
born around the turn of the century. Toward the last half 
of the 19th century, health care focused on epidemics of 
acute infections. With the industrialization at the 
beginning of this century, the focus of health care changed 
to care of more acute, individual events, such as trauma, 
and infections. From World War II to the present, chronic 
health conditions have become more important in the American 
people, with higher prevalence rate today in older persons. 
Eighty-five percent of the elderly have at least one chronic 
medical condition (Blumenthal et al., 1989), and most of the 
elderly experience multiple chronic conditions (Manton, 
1985; McGinnis, 1988). 
The site at which an elderly person receives health 
care has changed during the lifetime of the older person. 
During the early part of this century, most people received 
care in the home. Both birth and death often occurred at 
home. Hospitals began to increase in number and social 
importance following both World Wars. In the mid-forties, 
government, through the Hill-Burton Act, increased the 
number of hospitals by providing funding for construction, 
renovation, and equipment. Hospitals were provided with a 
guaranteed source of payment for care with the growth of the 
"Blues", Blue Cross and Blue Shield, in the period 
immediately following World War II. Such plans became a 
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major component of employment benefits in our industrialized 
society and primarily covered acute care provided in a 
hospital setting. Americans quickly became accustomed to 
receiving health care in hospitals. 
During their lifetime, elderly persons have also 
observed major technological advances in society - the 
automobile, the airplane, and the computer, to name but a 
few. Advances in scientific technology have affected the 
health care industry and the delivery site in which the 
older person receives care. Concurrent with the 
technological advances, government, as a social, 
bureaucratic organization changed its role in the funding 
and delivery of health care, especially to elderly citizens. 
In the early part of the 20th century, care was provided for 
the indigent and poor. A watershed decision in 1965 
provided care to both the poor and elderly through the 
Social Security Amendment. This amendment to the Social 
Security Act of 1935 changed the provision of health care 
through federal (Medicare) and state (Medicaid) monies and 
provided an additional impetus for the elderly to receive 
the majority of their acute health care in hospitals. With 
the government paying the bill, hospital utilization by 
elderly persons showed a dramatic increase . Smith and 
Hollander (1973) state that as a result of Medicare, 
hospitals and health care services "were able to receive 
compensation for services previously provided gratis, and at 
the same time to purchase new equipment and meet labor 
demands more readily. 
between 1966 and 1973" 
Costs have increased 10% annually 
(p. 1). During these same years, 
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physician "fees increased 5-8% per year and their incomes 
have increased nearly 11% per year" (Smith & Hollander, 
1973, p. 1). Such increases in costs have continued. In 
1984, benefits from Medicare cost the nation $59 billion and 
covered two-thirds of the health expenditures of older 
persons (AARP, 1987). It is understandable why cost 
containment became a national issue in the late 1970s and 
early 1980s. 
Congressional debate and legislation resulted in a 
major decision to change the hospital payment methodology 
for elderly persons. In 1982, the Tax Equity and Fiscal 
Responsibility Act (TEFRA) established a cost-per-case basis 
for hospital payment and placed a ceiling on rate of 
increase in hospital revenues that Medicare would support. 
In 1983, Congress passed amendments to the Social Security 
Act (PL 98-21) converting from a retrospective to a 
prospective form of paying hospitals for in-patient care to 
Medicare patients. With this new system, the diagnostic 
related groups (DRGs) prospectively set the number of days 
an elderly person may be hospitalized based upon the 
individual's diagnosis. If the number of hospitalized days 
exceeded the pre-established number, the hospital suffered a 
financial loss and would have to absorb the cost. This new 
system resulted in more elderly persons being discharged 
from hospitals "quicker and sicker", thus, increasing the 
number of discharges to nursing homes and the growth spurt 
of out-of-hospital delivery services, such as health 
maintenance organizations (HMOs) and home health services 
(Guterman, Eggers, Riley, Greene & Terrell, 1988; Russell & 
Manning, 1988) . 
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Not all elderly are sick and require substantial health 
care benefits through Medicare reimbursement. Fuchs (1984) 
states that roughly a third of all Medicare dollars and 10% 
of the total amount spent for health care in this country is 
spent on those elderly who will die within one year. This 
may be beginning evidence of the concepts of "compressed 
mortality and compressed senescence" as discussed by Fries 
(1980, p. 133). He proposes that in future generations 
there will be a significant change in the relationship of 
age as a variable to onset of morbidity and the period of 
time between onset and death. Presently, the situation 
exists in which with increasing age, there is increasing 
morbidity. With advanced technology, improved health care 
methods, and emphasis on prevention and personal 
responsibility for health, more and more persons will remain 
healthier until a short period of time before their death, 
thus compressing the illness-to-death period until the last 
few years before death. If compressed morbidity and 
senescence become reality, there are positive outcomes for 
both the individual and society. 
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One such outcome is a healthier lifespan for older 
persons, which has the potential to add not only quantity to 
years, but also quality of life during those years. 
outcomes of compressed morbidity and senescence for the 
nation include improved health status of its elderly, 
decreased need for illness care, and decreased societal 
expenditures for cost of care. Methods that can be used in 
striving for compressed morbidity and senescence include: 
placing increased national emphasis on prevention of illness 
and disease, promotion of health, and empowering individuals 
with personal autonomy in regard to their health status 
(Fries, 1980). The elderly person, like every other person 
in the country, has been exposed to a national change in 
attitude toward health as reflected in health policy. With 
the 1979 landmark publication of Healthy People: The Surgeon 
General's Report on Health Promotion and Disease Prevention 
(USDHEW, 1979), the Administration propelled a second public 
health revolution with emphasis on prevention of disease and 
individual responsibility for health. The emphasis had been 
on curative care with treatment of disease ranking as the 
highest form of health care. In 1979, most of the common 
diseases were those with a preventive aspect, thus the call 
for the beginning of the new revolution. Indications that 
the public health revolution has affected individuals over 
age 65 include the fact that "there has been steady growth 
in health promotion programs with and for elders in the 
aging and health networks" (FallCreek, 1986, p. 15). 
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To assist older clients with their health promotion, it 
is essential that they interact with health care providers 
who possess the knowledge and clinical experience in both 
the treatment of disease and the promotion of health. Such 
providers must possess familiarity with health assessment 
and identification of risk factors, consider the wholeness 
of a person with the interrelationship of mind, body, and 
spirit, be cognizant of developmental needs based upon 
growth and development at different stages and ages in one's 
life, and be comfortable with counseling, motivation theory, 
client education, and evaluation. While this description 
may apply to several health professional domains, one member 
of the multidisciplinary team whom it accurately describes 
is the geriatric nurse practitioner (GNP). 
The Geriatric Nurse Practitioner 
The geriatric nurse practitioner is a member of a 
professional discipline and practice, which has been 
actively involved with the health care of the elderly and 
promotion of health. During the late 1960s, a movement 
started to educate and prepare nurses for an extended role 
(Ford, 1967). While this movement initially started with 
preparation of pediatric nurse practitioners, it quickly 
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expanded to other age groups and categories of recipients. 
Geriatric nurse practitioners, committed to the care of the 
elderly, are employed in a variety of roles in a multitude 
of health care settings which exist in an ever changing 
market and environment. Having completed an educational 
process to prepare them to function as GNPs, they interact 
primarily with senior citizens in delivery of care in both 
in-patient and out-patient settings. GNPs are employed in 
both the clinical practice setting and academic 
institutions. In clinical practice, they are employed in 
hospitals, clinics, nursing homes, hospice centers, and 
nursing centers. As of January 1, 1988, there were 55,896 
certified nurse practitioners in the U. s. Of this number, 
922 were certified as gerontological nurse practitioners by 
the American Nurses Association after having completed a 
voluntary examination to verify their expertise and 
qualifications in the delivery of care to older persons 
(ANA, 1988). Since certification is not required of all 
nurse practitioners at the present time, it can safely be 
assumed that there are more than that number in the U.S. at 
any given time. As nurse practitioners, they are involved 
with the three broad categories of prevention outlined in 
the Healthy People Report (USDHEW, 1979) which included 
disease prevention, health protection, and health promotion. 
Today's society finds an ever increasing number of elderly 
clients who are receiving health care in many out-of-
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hospital delivery systems in a revolutionary public health 
period which provides lip service but not reimbursement for 
health promotion. In this out-patient environment, the 
geriatric nurse practitioner is one member of the health 
team involved with the care of the elderly person. A review 
of literature indicates that little is known about the GNP's 
health promotive behaviors. Questions that need to be 
answered include the following: 
1. What are the salient behavioral beliefs and 
attitudes of GNPs in regard to health promotive behaviors? 
2. What are the salient referent beliefs and attitudes 
of GNPs in their perception of what significant others in 
the organization believe about the GNP carrying out health 
promotive behaviors? 
3. Are geriatric nurse practitioners motivated to 
comply with their perceived expectations of important others 
in the organization in regard to health promotive behaviors? 
4. Based upon theoretical understanding of health 
promotion, rationale for its need, and a positive attitude 
toward health promotion, does the GNP intend to carry out 
health promotive behaviors? 
5. What external variables are associated with 
geriatric nurse practitioner's who intend or do not intend 
to perform health promotive behaviors? 
12 
Statement of the Problem 
Although there seems to have been a significant 
increase in the number of GNPs, little is reflected in the 
literature regarding their health promotive behaviors. 
Through testing the theoretical framework, the Theory of 
Reason Action, as applied to GNP's, it is possible to 
determine if GNPs intend to engage in health promotive 
behaviors in primary care settings. The following research 
questions were studied: 
1. Is it practical and feasible to develop a reliable, 
valid instrument that will measure the GNPs intent to 
perform health promotive behaviors? 
2. Does the Theory of Reasoned Action apply to GNPs 
who practice selected health promotive behaviors? 
Need for the study 
It is imperative that one understands the past and 
present trends in the health care system in order to predict 
and change future events. As one of Shakespeare's 
characters in The Tempest stated, "What's past is prologue", 
which, if accurate, indicates that past events have set the 
stage for the present, and that present events may set the 
stage for the future. 
One quickly runs into a stumbling block when conducting 
a search of the literature on the topic of interest in this 
study. There are many studies of nurse practitioners but few 
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studies which investigate geriatric nurse practitioner's 
health promotive behaviors and/or the GNPs perception of how 
important others in the organization feel about health 
promotive behaviors. This situation may be the result of 
several facts. In the past, there have been limited number 
of nurse researchers knowledgeable about and investigating 
aspects of organizational theory. During the 1960s and 
1970s, emphasis in nursing was placed on clinical and 
educational roles of nurses as opposed to administration. 
In the late 1970s, a resurgence of nursing administration as 
a specialized field focused on the organization in which the 
nurse, as administrator and manager, would function and the 
organization theory which would apply to that role. More 
research studies were conducted using this theory and 
studying the role and effect of nurses as administrators 
(Freund, 1985). 
Two other reasons why there is a paucity of studies 
dealing with nurse practitioners health promotive behaviors 
are (a) geriatric nurse practitioners carry out a relatively 
new role in the health care arena, and (b) health promotion 
is a recently defined area of interest. Studies have been 
conducted that demonstrate the wide acceptance of the nurse 
practitioner, the cost-effectiveness of the role and impact 
of the care (Freund, 1986; Chard, 1983). But, studies have 
not singled out the geriatric nurse practitioner's behavior 
in the area of health promotion. National emphasis was 
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placed on health promotion with the publication of the 
Administration's document, Healthy People: The Surgeon 
General's Report on Health Promotion and Disease Prevention 
(USDHEW, 1979). This document and its two follow-up 
documents (1990 Objectives for the Nation (USDHHS, 1980) 
and Healthy People 2000: National health promotion and 
disease prevention objectives (USDHHS, 1991) set into motion 
the proposed health outcomes for citizens of different ages. 
Studies linking the concepts of geriatric nurse practitioner 
and health promotive behaviors were not found . Lack of these 
studies comprise the underlying rationale for the current 
investigation. Such a study offers many potential results 
which impinge upon future health care financing and delivery 
in this country. 
Purpose and Significance of the Study 
The purpose of this study was to test the theory of 
reasoned action (Fishbein & Ajzen, 1975) in a new social 
domain -- the health promotive behaviors of geriatric nurse 
practitioners. As a secondary outcome, the study provides a 
new, reliable, and valid instrument for use in future 
nursing research. It is a sample survey questionnaire 
constructed according to the guidelines of the theoretical 
model and measured the GNP's attitude, subjective norm, 
intention to carry out health promotive behaviors, and 
actual behavior. 
15 
This study has significance for the elderly recipients 
of the GNP's health promotive behaviors, the discipline and 
practice of nursing, and, also, for the future public health 
of the nation and its health care financing and delivery 
systems. The findings of the study have implications for 
both the educational process and clinical practice of future 
generations of geriatric nurse practitioners. As stated in 
their report to Congress, the Department of Health and Human 
Services Committee on Personnel for Health Needs of the 
Elderly (1987) stated that "research-based curriculum 
content in geriatric nursing at all levels of nursing 
education is inadequate" (p. 65). The educational process 
is analogous to Fawcett's (1978) double helix relationship 
of theory and research. The GNP's teaching-learning program 
must be established on a double helix foundation - a helix 
of theory and a helix of research findings. One of the 
primary reasons for conducting this study was to develop an 
instrument that will generate research findings needed to 
develop theory, based on research, regarding GNP's health 
promotive behaviors. 
The findings of the study are applicable to the 
clinical practice role of geriatric nurse practitioners and 
their health promotive behaviors. According to Ajzen and 
Fishbein (1980), through understanding an individual's 
intention to perform a behavior and the behavior, we can 
learn how to influence and change the intention and 
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behavior. Testing of the theory indicates specific areas, 
whether they be in the personal or social determinants, that 
are associated with intention. Areas that are not 
associated with intention may require information or 
continuing education to change beliefs. 
Lastly, as this nation moves forward in its second 
revolution of health care, this study has long range 
implications for the delivery of health care. Factors 
within an organization, as perceived by the individual, that 
permit that person to carry out health promotive behaviors 
need to be identified. More such organizations need to be 
established, with curtailment of those that are not 
promoting the health of their participants. Society must 
move forward with promoting health of its increased number 
of elderly persons. The 21st century will find an increased 
number and variety of health organizations. Nursing Centers 
and Health Centers are potential phenomena of the future. 
These organizations, owned and operated by nurses in 
administrative and practitioner roles, will be able to 
implement the factors identified in this study, which will 
permit them to be more rewarding of health promotive 
behaviors. As of 1986, there were 64 existing and 73 
proposed Nursing Centers in the nation (Riesch, 1986) 
Definitions 
The following are definitions of words used in this 
investigation: 
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Geriatric Nurse Practitioner: A registered nurse who 
has completed a geriatric/gerontological nurse practitioner 
program specializing in delivery of care to the elderly. 
Health Promotive Behaviors of the Geriatric Nurse 
Practitioner: those behaviors carried out by the nurse 
practitioner for the expressed purpose of assisting a client 
with his/her individual health promotion. Includes five 
broad behavioral categories: teaching activities, health 
assessment, supportive actions, other aspects of disease 
prevention which promote health, and interaction with other 
health professionals. 
Reasoned Action(s): Action(s) undertaken by a rational 
individual who uses all available information in a 
reasonable manner in making decisions and considers the 
implications of his actions before engaging or not engaging 
in the action (Ajzen & Fishbein, 1980, p. 5 & 244). 
Beliefs: Determinants of a person's attitude toward a 
behavior (behavioral beliefs) and subjective norm (normative 
beliefs). Acquired through a variety of methods during 
one's life experiences, they are subject to change over time 
(Ajzen & Fishbein, 1980, p. 62, 63, & 73). 
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Attitude: Based upon an individual's salient beliefs, 
it reflects the individual's evaluation of favorability or 
unfavorability toward an object (Ajzen & Fishbein, 1980, 
p. 67). 
Attitude Toward the Behavior: An individual's positive 
or negative evaluation of performing a behavior based upon 
his beliefs that the behavior leads to certain outcomes and 
his evaluation of these outcomes (Ajzen & Fishbein, 1980, 
p. 84) 
Subjective Norm: A function of normative beliefs which 
is determined by an individual's beliefs that specific 
salient referents think that individual should or should not 
perform the behavior and by the individual's motivation to 
comply with these salient referents (Ajzen & Fishbein, 
1980, p. 77). 
Behavioral Intention: The immediate determinant of 
behavior, a function of attitude toward the behavior and the 
subjective norm. Consists of four elements: an action, the 
object toward which the action is directed, the context in 
which the action is performed, and the time in which the 
action occurs (Ajzen & Fishbein, 1980, p. 42, 51). 
Behavior: Actions under voluntary control, predictable 
from behavioral intentions, and comprised of four elements: 
action, target, context, and time. Behavioral criterion can 
be either a single action, a behavioral category which 
includes a set of actions, or a multiple-choice criterion 
(Ajzen & Fishbein, 1980, p. 39, 41). 
Limitations of the Study 
Limitations of the study were derived from the self-
report method and sample characteristics. 
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1. Elicitation of salient beliefs were derived from a 
random sample of geriatric nurse practitioners and may not 
reflect beliefs of all GNPs. 
2. Findings of this study have limited 
generalizability to all nurse practitioners and all practice 
settings. 
3. The theory of reasoned action is applicable to 
behavior in the social-psychological domain but limited in 
application to behavior in the patho-physiological domain. 
Chapter Two 
REVIEW OF THE LITERATURE 
Introduction 
This review of literature chapter is divided into two 
sections. The first section examines the role of nurse 
practitioners, GNPs, the patterns of health, and the concept 
of health promotion in the older population. The second 
section specifically relates to the theory of reasoned 
action, the theoretical framework used in the study, the 
review of empirical evidence for its support, and the 
questions raised regarding the theoretical constructs and 
measurement issues. 
Multiple changes have occurred during the 20th century 
not only in the demographic characteristics and health of 
the people but also the structure and financing of health 
care. Advances in medical science have been instrumental in 
changing the disease pattern in the nation from acute to 
chronic conditions. Increasing numbers of recipients of 
care belong to an older age group who exhibit different 
disease patterns than were seen at the turn of the 20th 
century. The health care delivery system provides multiple 
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services developed through modern technological advances and 
delivered in a variety of organizations and settings by a 
diverse group of practitioners who are paid from a variety 
of sources. All of these factors impact the geriatric nurse 
practitioner's (GNP) health promotive behavior in the health 
care setting. 
Nurse Practitioners - Providers of Health Care 
The profession of nursing can give testimony to the 
education and on-going development of the nurse practitioner 
role since the mid-1960s. Capitalizing on the social milieu 
of the time, with the national concern for increasing the 
numbers of physician manpower and nursing's trends in 
education, practice, and research (Ford, 1982), a new 
program in nursing was instituted at the University of 
Colorado. Initially started as a demonstration project by 
Dr. Loretta Ford and Dr. Henry Silver (Ford, 1967), the 
"innovative program prepared pediatric nurse practitioners 
to deliver ambulatory health care to well children and their 
families" (Mezey & McGivern, 1986, p. v). 
While originally planned as a method of ''expanding the 
scope of practice for professional nurses who held a 
baccalaureate degree in nursing and who were eligible for 
admission to a graduate program" (Ford, 1982, p. 233), the 
number and types of programs throughout the nation 
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proliferated and changed from the original clinical focus of 
pediatrics. Graduates of later nurse practitioner (NP) 
programs were prepared in both continuing education programs 
as well as in master programs in nursing, once the trend in 
the country shifted towards preparation of the nurse 
practitioner at the graduate level of education. Growth in 
master's level NP preparation was reflected in the increase 
in the number of programs from 45 in 1973 to 61 in 1977 and 
112 in 1980. Certificate-producing programs, on the other 
hand, increased from 86 programs in 1973 to 117 in 1977 but 
decreased to 83 in 1980 (Sultz, Zielezny, Gentry, & Kinyon, 
1983) . This shift to graduate level preparation received 
further emphasis with the adoption of a resolution by the 
American Nurses Association (ANA) House of Delegates in 1984 
reaffirming its commitment to graduate education as basic 
entry level for advanced nurse practitioners (ANA, 1984). 
The clinical focus of nurse practitioners also expanded 
to include different age groups, categories of clients, and 
health care settings. By the 1980s, nurse practitioners 
were prepared with emphasis on family, adult, pediatrics, 
obstetrics - gynecology, geriatrics, and school health. 
The number of nurse practitioners increased 
dramatically during the quarter of a century since the 
beginning of the role. A report from the Congressional 
Budget Office (1979) showed that in 1970 there were less 
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than 1,000 nurse practitioners but by 1979 the number had 
increased to 12,700 and to 20,000 by the early 1980s (Henry, 
1983; Aiken, 1983). As of January 1, 1988 there were 55,896 
certified nurse practitioners in the u. s. (ANA, 1988). 
Primary reasons for the continued increase in the number of 
nurse practitioners during the 1970s were the on-going 
national concern regarding physician shortage, limited 
access to primary care, and increased federal expenditures 
for training programs which produced primary care 
practitioners, including nurse practitioners (Ford, 1982; 
Henry, 1983; Levine, 1977; Lewis, 1982). 
The certification program was established in 1973 by 
the American Nurses Association, the national organization 
for professional nurses. The purpose of certification is to 
provide "tangible recognition of professional achievement in 
a defined functional or clinical area of nursing 
. .. [through] assessment of knowledge, demonstration of 
professional achievement and recognition by peers" (ANA, 
1985, p. i). Because the certification process is not 
mandatory for NPs it can safely be assumed that there are 
more practicing NPs in the country than certified by ANA. 
Open opposition to the role of the nurse practitioner in the 
early years of the 1970s from members of the nursing 
profession itself as well as other health professionals 
gradually changed to an attitude of acceptance and support 
by the end of that decade and into the 1980s (Lewis, 1982}. 
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As Aiken (1982) stated, the "nurse practitioner role offered 
the promise of greater autonomy, higher status and better 
economic rewards" (p. 421). By 1982, to "become a nurse 
practitioner [was] a legitimate and important means of 
gaining professional status in nursing" (Lewis, 1982, 
p. 256). 
This change in attitude towards and acceptance of the 
nurse practitioner developed through the positive results of 
myriad research studies and extensive documentation in the 
literature regarding the role, function, preparation, and 
impact of nurse practitioners in the health care arena. As 
stated by one of the founders of the first nurse 
practitioner program, "no role in nursing, or in any other 
field for that matter, has had as thorough an investigation 
and description as had the role of the nurse practitioner" 
(Ford, 19 8 2 , p. 2 3 7) . 
Major government-sponsored studies included the first 
longitudinal study of educational programs preparing nurse 
practitioners. Carried out in three phases, this study, 
which began in 1973, surveyed graduates of programs which 
were in existence before 1974 and those programs which were 
initiated between the years 1974 and 1977 (USDHEW, 1980). 
The purpose of these studies was to "evaluate relationships 
between nurse practitioner functions and practice and their 
educational preparation" (Henry, 1983, p. 79). The most 
recent government-sponsored study, conducted by the Office 
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of Technology Assessment of the u. s. Congress (OTA, 1986), 
is a case study of Nurse Practitioners. Physician 
Assistants. and Certified Nurse Midwives: A Policy Analysis 
prepared in response to a request from the Senate Committee 
on Appropriations. The study focused on understanding how 
utilization of these three health care providers in primary 
health care affects access to care, quality of care, 
productivity, and cost of care. An understanding of these 
issues is crucial in the congressional discussion of future 
topics, such as reimbursement for services provided by these 
members of the health care team. 
Comprehensive studies and reviews of literature have 
been conducted both by individuals (Freund, 1986; Yedidia, 
1981) and as a joint project of the council of Primary 
Health Care Nurse Practitioners of the American Nurses 
Association, and the National Association of Pediatric Nurse 
Associates and Practitioners (Chard, Dunn & Mandelbaum, 
1983). These published works considered most of the same 
factors as the government studies and also included 
discussion of demographic characteristics, acceptance, and 
selected psychological factors of nurse practitioners. 
These four major characteristics of performance 
(satisfaction/acceptance, quality of care, productivity/cost 
effectiveness and access to care) are important to future 
political issues affecting nurse practitioners, such as 
reimbursement for services, and potential changes in the 
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health care arena. A synopsis of each factor from the 
review of literature will be presented. 
Satisfaction/Acceptance 
The concept of satisfaction/acceptance has been studied 
from three different perspectives: as it relates to the 
nurse practitioner, the satisfaction of employers and other 
health care professionals, and the client/consumer's 
satisfaction with health care provided. 
In the longitudinal study conducted by the Division of 
Nursing of the U. s. Public Health Service, Department of 
Health, Education, and Welfare (1980), the 266 employers of 
NPs were "more satisfied with NPs than NPs were with their 
own employment" (p. 34). Seventy-nine percent of the 
employers reported to be very satisfied with the NP and 17% 
were somewhat satisfied, for an overall employer 
satisfaction of 98%. On the other hand, 87% of the NPs were 
satisfied to some degree with their positions and only 10% 
were dissatisfied. General areas of dissatisfaction included 
pay, benefits, and proportion of time spent on non-
professional tasks. 
The satisfaction of nurse practitioners, employers, and 
clients is further supported by two other comprehensive 
reviews of literature on the same subject. Chard et al., 
(1983) reviewed 17 years of literature and concluded that 
"the majority of nurse practitioners surveyed were satisfied 
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with their work" (p. 6) and that studies cited in their 
review"·· .generally documented acceptance by clients of the 
nurse practitioner as a primary care provider" (p. 16) . They 
likewise concluded that "physicians who were in group 
practices and in institutional settings were more apt to be 
favorable toward the nurse practitioner than those in solo 
practice" (p. 16). Factors such as previous experience with 
nurse practitioners, number of years the physician had been 
in practice, and the physician's degree of control 
influenced the positive attitudes towards NPs. Freund 
(1986) overwhelmingly agreed that there are a "multitude of 
studies that support patient and employer acceptance of [and 
satisfaction with] nurse practitioners" (p. 315). Steel 
(1986), however, in her discussion of physician and NP 
collaborative practice stated that "patient attitudes toward 
nurse practitioners appeared to correlate directly with the 
degree of acceptance accorded them by their supervising 
physicians" (p. 95). 
An alternative method to studying satisfaction is to 
study it's converse concept, dissatisfaction. If a client 
is extremely dissatisfied with either the health care 
provider or the health care provided, there is a possibility 
that a lawsuit may ensue. In two national surveys (Pearson, 
1987; Towers, 1989) and a statewide survey (Nettles-Carlson 
& Wolfe, 1988), the risk of malpractice claims against NPs 
was very low. Only 2.2% of one national survey, less than 
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1% in another, and 1.4% of the state sample reported 
malpractice claims. In 1986, on the other hand, insured 
physicians reported 18.3 claims per 100 physicians (St. Paul 
Fire & Marine Insurance Co., 1986). This low number of 
malpractice claims against NPs seems to support the 
conclusion from the Longitudinal Study of Nurse 
Practitioners (USDHEW, 1980) in which both employers and 
nurse practitioners agreed that patients were more accepting 
of the NP role than were employers and nurse practitioners . 
Provision of Quality Care 
In the Longitudinal Study of Nurse Practitioners 
(USDHEW, 1980) improvement of quality and extension of 
services to more persons were the two major reasons cited by 
the 266 employers for employing nurse practitioners. It 
concluded that, in general, the employers "achieved the 
desired effect in employing a nurse practitioner" (p. 32). 
After summarizing 48 sources in their review of 
literature, 60 % of which related to impact of care on 
quality and type of care delivered, Chard et al . , (1983) 
concluded that the "studies have generally documented a 
favorable impact on the quality and type of care delivered 
and on the practice setting when nurse practitioners are 
employed as providers'' (p. 23). 
After her review of literature, Freund (1986) concluded 
that NPs have, indeed, contributed to the end for which they 
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were originally created - "increased quality primary care 
services at a reasonable cost" (p. 327) . Yedidia (1981) 
identified external forces in the delivery system, such as 
"stress on productivity, profit, and the resultant scarcity 
of [provider's] time" (p. 126), that negatively impacted the 
process of health care by any health care provider. The 
summary statement from the case study conducted by Office of 
Technology Assessment of the U. S. Congress (OTA, 1986) 
concluded by saying that "the weight of evidence indicates 
that, within their areas of competence, NPs, PAs, and CNMs 
provide care whose quality is equivalent to that of care 
provided by physicians" (p. 5). And, "moreover, "NPs and 
CNMs are more adept than physicians at providing services 
that depend on communication with patients and preventive 
actions" (p. 3). 
Productivity and Cost-Effectiveness 
Yedidia (1981), in his qualitative study, used 
systematic observation as his primary approach. After 
selecting nine, structurally diverse, primary care sites in 
the state of North Carolina, he directly observed nine 
family nurse practitioners (FNP) during multiple 
interactions with different clients. The minimal number of 
observations for a FNP was 25. He found that the FNP's 
productivity was "measured in terms of the number of patient 
visits over a given time" (p. 52) and that, ironically, 
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because of the constraints on the NP's time and for the sake 
of productivity, the FNP had to sacrifice some of the very 
tasks she was "trained to provide - counseling, education, 
explanation, continuity, follow-up, and so on" (p. 59). 
Productivity of NPs was also negatively reported by 266 
employers of NPs in the longitudinal study conducted by the 
U. S. Department of Health, Education, and Welfare (1980). 
While 87% were most satisfied in the "competency in carrying 
out NP functions", they were least satisfied with "adequacy 
of NP productivity and number of patients that the NP cared 
for" (p. 34). And yet, in surveying the NPs who provided 
primary care this same study indicated that those NPs who 
graduated from a certificate producing program saw an 
average of 15.4 patients per day while those NPs holding the 
master's degree saw an average of 12.5 patients per day. 
Hauri, Morris, and Klein (1979) reported the results of 
their study conducted at a NP staffed center for mentally 
retarded adults . They found that utilization of NPs 
provided more consistent and comprehensive care and that it 
was more cost effective than having the clinic staffed by 
on-call physicians. Previous analysis showed that care 
provided by physicians was "double the estimated cost for a 
nurse practitioner who could meet the health care needs" 
(p. 54). 
one of the most positive statements regarding 
productivity was made by the Office of Technology Assessment 
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for the U. S. Congress (1986). This case study concluded 
that "productivity studies indicate that NPs and PAs 
[physician assistants) working under physicians' supervision 
can increase total practice output by some 20 to 50 
percent ... [depending upon) the practice settings, the 
responsibilities delegated to these practitioners, on the 
severity and stability of the patients' illnesses, and on 
how the physicians choose to use the free time that results 
from delegating tasks" (p. 6). It also presented to 
Congress for its consideration, the concluding statement 
that "using NPs, PAs and CNMs [certified nurse midwives) 
rather than physicians to provide certain services would 
appear to be cost-effective from a societal perspective" 
(p. 6) • 
The cost effectiveness of NPs was supported by the 
National Nurse Practitioner Survey completed by 5,964 NPs 
functioning in all specialties (Towers, 1989). The cost of 
the client's first visit to a NP was 12-45% less than a 
comparable first visit to a physician. Follow-up visits to 
a NP were 7-40% less than a comparable visit to a physician. 
Access to Care 
As with the other three factors, the literature also 
supports the fact that nurse practitioners have increased 
access to care in rural areas, in inner-city locations, and 
to underserved populations such as school settings, elderly 
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patients in nursing homes, the home, and in correctional 
institutions (OTA, 1986; Sultz et al., 1980). More than 60 % 
of the primary care NPs surveyed in the Longitudinal study 
of nurse practitioners were employed in "ambulatory clinical 
practices, largely in community- based clinics or centers" 
(Sultz et al., 1980, p. 26). 
Increased access to services may be provided to older 
persons living in rural areas as a result of the Rural 
Nursing Initiative Act. This act passed both chambers of 
the 101st Congress as part of the 1991 Omnibus Budget 
Reconciliation Act (OBRA). Effective January 1, 1991, NPs 
and clinical nurse specialists practicing in rural areas are 
allowed to receive direct reimbursement under Medicare for 
services that are under the nurse's scope of practice, are 
authorized by state law, and are reimbursable to physicians 
(ANA, 1991). 
Nurse Practitioner's Role 
It is obvious from the foregoing that nurse 
practitioners have had a positive impact on the current 
health care delivery system. One might ask the question, 
however, "What is it that nurse practitioner's do in their 
role that will have significant impact on future outcomes -
the improved health status of their clients''? According to 
the standards of Practice for the Primary Health Care Nurse 
Practitioner (ANA, 1987), the NP provides "primary health 
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care services to clients ... emphasizing the promotion of 
health and the prevention of disease" (p. 2). This concurs 
with standards established by college and university deans 
of schools of nursing (AACN, 1986). They recommended 
wellness and health promotion in their list of essential 
knowledge, practice, and values stating that "the nurse, who 
has direct contact with people at all levels of health and 
in diverse settings, has a key role in health teaching and 
health promotion" (p. 2). 
Nolan, Beaman, and Sullivan {1988) surveyed 632 NPs in 
their study which compared specific activities performed by 
master's-prepared versus certificate-prepared NPs. A list 
of 50 activities was included in the questionnaire which was 
divided into 12 activities for well individuals and 38 
activities for ill individuals. They concluded that the 
"overwhelming majority of NPs are performing the many 
activities in which they use general assessment and 
management skills" (p. 96) with little difference in type of 
activities performed based upon NPs type of education. 
There was a significant difference between the two groups of 
NPs in relation to ten well-client activities. Master's-
prepared NPs performed six holistic-oriented activities 
while NPs prepared in certificate programs performed four 
technically oriented activities, such as measurement of 
height, weight, and head circumference and insertion of 
intrauterine devices. In agreement with previous studies, 
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they also found that "a greater percentage of all NPs were 
performing activities related to illness care than wellness 
care" (p. 102). The identification of factors, such as 
reimbursement regulations and practice setting, may 
influence this. Nurse practitioners with master's 
preparation were "functioning autonomously in caring for 
well clients and performing selected functions for ill 
clients"(p . 102). Their recommendations for future studies 
included the need to focus on wellness activities, such as 
health-promotion related to exercise, stress, nutrition, 
safety and sexuality, which were not included in their 
study. 
In 1975, the Robert Wood Johnson Foundation approved 
the Nurse Faculty Fellowships in Primary Care, which 
supported and prepared faculty members to teach primary care 
to nurse practitioner students. In discussing this project, 
Mauksch (1981) stated that it is not the tasks, such as 
blood pressure and physical assessment, which are the 
primary component of nursing care. She identified, instead, 
two realms of nursing into which all primary functions of 
nursing fall . First the " .. . emphasis on health maintenance 
and health and self care education and second, the care of 
the ill and the dying" (p. 4) . 
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GNPs - Serving An Underserved Population 
Within 10 years after the introduction of the first 
nurse practitioner program in 1965, a modification of the 
original pediatric NP occurred with emphasis on the other 
end of the age continuum. Thus, programs began in the 1970s 
which produced Geriatric Nurse Practitioners (GNP). The ANA 
(1974) recognized the "necessity of expanding the practice 
of nurses in geriatrics, if the quality, availability, and 
accessibility of health care services to the aging are to be 
improved and increased" (p. 40). According to Mary Opal 
Wolanin (1983) the GNP is the "caregiver most able to fill a 
unique position which involves special training" (p. 4) She 
believed that the "primary care of the elderly is a nursing 
role and that the geriatric nurse practitioner is the most 
appropriate primary caregiver" (p. 4). The rationale for 
these statements included the fact that nursing is holistic, 
is primarily concerned with care and support, and focuses on 
health, with its emphasis on prevention, maintenance, 
treatment, and care, and not just the care of the ill. 
Initial programs preparing GNPs were at Cornell 
University-New York Hospital School of Nursing, Division of 
Continuing Education in New York City; the State University 
of New York at Syracuse; and the first American Nurses' 
Association accredited program at the University of 
Colorado, Denver (Ebersole, 1985). In 1974, the American 
Nurses' Association established curriculum guidelines for 
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GNP programs (ANA, 1974) and by 1985, there were 25 graduate 
degree and 10 continuing education GNP programs (Ebersole, 
1985). In 1981, the American Nurses Association initiated a 
special certification category for GNPs. By 1985, 345 GNPs 
had successfully completed the certification program 
(Ebersole, 1985) with the number increasing to 922 by 1988 
(ANA,1988). 
While the early GNP programs focused on ambulatory care 
for well adults, this was soon followed by recognition of 
need for GNP services in institutions, thus, fulfilling 
previous recommendations by nurse leaders. Mauksch (1975) 
visualized nurse practitioners of tomorrow in "every 
possible setting where health and/or illness are delivered" 
(p. 1838). The increase in utilization of GNPs as staff 
members in the long-term care industry was boosted by grants 
from the W. K. Kellogg Foundation in 1976, 1981, and 1984 
(Ebersole, 1985; Woodson, 1986). These grants provided 
funds for the Foundation's GNP Project which was 
administered by the Mountain State Health Corporation of 
Boise, Idaho and affected 13 western states. The project 
provided funds to recruit and train nurses as GNPs and to 
place them in long-term care facilities. According to Kane 
et al. (1988}, "despite their potential, the deployment of 
GNPs in nursing homes has been hesitant and uneven" (p. 
469}. Woodson (1986} stated that "over 250 GNPs are 
employed in long term care facilities ... [and) an additional 
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350 are employed in teaching, administration, research, home 
health care, hospice, adult day care centers, health 
maintenance organizations (HMOs), geropsychiatric units, 
wellness centers, clinics, and joint physician/GNP 
practices" (p. 30). 
The professional role and responsibilities of the GNP, 
while specific to the care of older persons, carry out the 
general objective of nursing practice which "since the time 
of Florence Nightingale ... has been oriented to health 
promotion" (ANA, 1987). Throughout the literature regarding 
GNPs, the emphasis on health promotion is a recurring theme. 
In early published guidelines for their educational 
preparation, the stated focus of health care delivered by 
GNPs was on "the achievement, maintenance and/or restoration 
of optimal functioning or on maintaining dignity until 
death" (ANA, 1974, p. 41). Specific functions of the GNP, 
listed in the same document, included activities which are 
defined as behavioral categories in the current 
investigation: to obtain a comprehensive history and 
physical examination of a client's health status in all 
realms (physical, social, cognitive, psychological and 
functional), and to advise and counsel older persons and 
their families (p. 42). In her article, Ebersole (1985) 
elaborated on the role of GNPs stating that they are 
"engaged in wellness promotion, health screening, health 
education, client and staff education, patient and family 
counseling and the assessment and management of staff and 
client health problems" (p. 219). 
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It is evident from the review of literature that since 
the beginning of the nurse practitioner movement in 1965, 
legislative and third-party reimbursement issues have 
affected utilization and autonomy of NPs (ANA, 1981; 
Caraher, 1988; Shanks-Meile, Shipley, Collins & Tacker, 
1989). In her historical review of third-part reimbursement 
for services of nurses, LaBar (1986) traced early requests 
from the American Nurses Association for payment for nursing 
services under prepaid hospital and medical care plans to as 
early as 1948. The two predominant forms of reimbursement 
include both private insurance companies and public forms of 
reimbursement, especially Medicare and Medicaid which are 
important in paying for health care for the elderly. 
Nurse practitioners have been successful in 
acquiring third-party reimbursement for services rendered to 
specific groups of clients, based upon the client's need and 
geographic area of residence, and the client's affiliation 
with particular groups. Presently, nurse practitioners 
receive reimbursement from Medicare and Medicaid for 
services rendered in rural health clinics, from CHAMPUS 
(Civilian Health and Medical Program of the Uniformed 
Services) and direct reimbursement under the Federal 
Employees Health Benefits Program (FEHBP) (Sigma Theta Tau, 
1990). State legislation determines reimbursement for 
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practitioners and services delivered within each state. To 
date, 
in 19 states third-party reimbursement to NPs is 
legislatively addressed and in 14 other states NPs 
are currently working intently on obtaining 
legislative authorization. In six states NPs are 
receiving direct reimbursement from insurance 
companies in spite of no legislative 
authorization. Twelve states have not addressed 
the third-party reimbursement question (Nurse 
Practitioner, 1989, p. 27). 
The Health Care Financing Administration (HCFA) has 
published revised regulations affecting NPs role in nursing 
homes which participate in the Medicare and Medicaid 
programs (Morris, 1989, p. 4). The regulations, which 
became effective January 1, 1990, permit NPs and clinical 
nurse specialists, who work in collaboration with a 
physician, to carry out routine follow-up visits after the 
physician's initial visit, and to perform the 
recertification of need review (Morris, 1989). This 
reflects a major change in the public policy and may be an 
initial step in reimbursement for other services rendered by 
NPs. 
The second social force that may potentially effect NPs 
are nurse-managed centers, developed during the same period 
of time as the nurse practitioner movement. Established at 
University Schools of Nursing, their original purpose was to 
offer "nursing services to the community and at the same 
time ... (serve) as model teaching centers for students, where 
the best of nursing practice could be observed, learned, and 
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tested" (Lang, 1983, p. 1290). As of 1986, there were 64 
centers with 73 more in the planning stage of development 
(Riesch, 1986). In order for nursing centers to remain 
viable, Mezey (1983) recommended an increased focus on 
"clinical care of clients" (p. 1297), inclusion of NPs, 
nurse midwives and psychiatric nurses, targeting care to 
underserved clients, including the aged, and working toward 
reimbursement for nursing services. 
A third social force that will affect NPs is the change 
in Medicare's (Part B) physician payment policy. Cost 
containment of Medicare (Part A) was a key Congressional 
concern during the late 1970s and early 1980s. The new 
reimbursement system for hospitals, the prospective payment 
system (PPS), became effective in 1983. Due to increased 
Medicare (Part B) payments to physicians over the years 
(Roper, 1988; Sikora, 1988) and dissatisfaction with the 
current usual, customary, and reasonable (UCR) payment 
system (Sikora, 1988), Congress established a Physician 
Payment Review Commission (PPRC) in 1986 to advise it on 
needed reform of the payment system (Ginsburg, 1991). 
Effective January, 1992, major reforms in the physician 
payment systems will take effect (PPRC, 1991). Payment will 
be based on a revised fee schedule, initially established by 
a Harvard University team of researchers, under the 
direction of William C. Hsiao, Ph . D. They developed a 
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resource-based relative value scale (RBRVS) as an 
"alternative to the system of payment based on charges for 
physicians' services" (Hsiao, 1988, p. 835). The "study 
focuses on what many consider to be the issue in physician 
payment - how much to pay for cognitive services as opposed 
to procedures" (Roper, 1988, p. 865). There are speculations 
in the literature, that the RBRVS will affect physician 
reimbursement with a redistribution of income among 
specialists (e.g., surgeons will receive less while 
"cognitive colleagues will prosper") (Sikora, 1988, p. 8), 
that physicians will locate in geographic areas of low cost, 
and that some physicians "may boycott Medicare patients" 
(Sikora, 1988, p. 9). In their March 1991 annual report to 
Congress, the PPRC will address payment to nonphysician 
practitioners (NPP), such as physician assistants and nurse 
practitioners (Ginsburg, 1991). Depending upon the PPRC's 
recommendations and the decision by Congress, the RBRVS may 
have major implications for nursing. GNPs presently perform 
many of the "cognitive" functions, such as health 
assessment, counseling and teaching, and are already 
involved, by conscious choice of their clinical area of 
specialization, with care of Medicare clients. 
It is the ability to focus on all realms of health and 
not illness alone, the ability to deal with chronicity and 
long term care management of the older client, the 
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flexibility to be able function in multiple settings in both 
institutional and community settings, that make the GNP one 
of the ideal health care providers for the increasing number 
of older persons. With added emphasis from social forces in 
the health care arena (reimbursement for NPs, nursing 
centers, and RBRVS), the GNP may prove to be one of the most 
suitable health care providers for the large number of aging 
recipients. 
The Geriatric Nurse Practitioner's Potential 
Role Conflict 
In any organization, an employee experiences a 
potential role conflict when there is opposition between the 
beliefs held by the individual and those of the 
organization. In order to understand the implications of 
potential role conflicts for geriatric nurse practitioners, 
a review of literature was carried out. 
Research conducted in 1959 by a multidisciplinary team 
of researchers from social psychology, sociology, 
anthropology and nursing investigated the social role of the 
professional nurse and identified many points of conflict 
and confusion (Benne & Bennis, 1959). Recognizing the 
different ways the social scientists used the term ''role", 
they defined it as "the cluster of functions that come to be 
expected of a given class of workers within positions that 
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they typically occupy in the organizations or social systems 
in which they work" (p. 196). The expectations, which 
determined the nurse's role, were derived from four sources: 
the official expectations from administrative personnel; the 
expectations received from the colleagues, subordinates and 
peers with whom one works; the expectations from reference 
groups outside the nurse's immediate work situation; and the 
nurse's self-expectations. 
Later studies, conducted by behavioral psychologists 
who became the recognized authorities on organizational 
stress, further defined role theory, including the concepts 
of role episode, role conflict and ambiguity (Kahn, Wolfe, 
Quinn, Snoek, & Rosenthal, 1966; Katz & Kahn, 1978). A role 
episode includes a role set composed of role senders in an 
organization who directly affect the focal person 
(employee). Role senders include persons in administrative 
positions and others with whom the employee works. The 
expectations, perceptions and evaluations of the role 
senders influence the role messages and pressures they 
transmit. The focal person's perceptions and cognition of 
these sent messages (received role) may lead to role 
conflict if the received role includes role expectations in 
conflict with the individual's expectations. According to 
Katz and Kahn (1978), the received role "is the immediate 
influence on each member's behavior and the immediate source 
of his or her motivation for role performance" (p . 193). 
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In defining human organizations as open systems of 
roles, Katz and Kahn (1978) placed emphasis on 
interdependent acts as the substance of the organization (p. 
187). They defined role as "a set of expected activities 
associated with the occupancy of a given position" (p. 200) 
and role conflict as "the simultaneous occurrence of two or 
more role expectations such that compliance with one would 
make compliance with the other more difficult" (p. 204). 
Kahn and his associates (1966) distinguished different forms 
of role conflict: inter-role conflict, intersender conflict, 
intrasender conflict, and person-role (intrarole) conflict. 
Person-role conflict occurs when the individual's 
perceptions of the role requirements (received role) are 
incompatible with the person's own attitudes, values, or 
notions of acceptable behavior. In other words, person-role 
conflict is a conflict between the received role and the 
self-role. In the theory of reasoned action, person-role 
conflict may be experienced by the GNP in carrying out 
health promotive behaviors . For example, if, on one hand, 
the GNP believes in the advantages of carrying out health 
assessment with an elderly client , evaluates the outcome of 
this behavior as something positive, and has been trained to 
carry out effective health assessments, but, on the other 
hand, perceives messages from important others in the 
organization (administration and professional colleagues) as 
not expecting these actions to be a necessary part of the 
GNP's role, then a person-role conflict may occur. 
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An important question is what happens when a person 
experiences role conflict? Rizzo and colleagues (1970) 
developed a questionnaire designed to measure one's 
perceived role conflict and ambiguity in complex 
organizations . In their review of the literature on role 
conflict, they stated that the individual who perceives a 
role conflict will experience "stress, become dissatisfied 
and perform less effectively than if the e xpectations 
imposed on him did not conflict" (p. 151) . Results of their 
research indicated that role conflict and a mbiguity, 
although correlated, were independent constructs . Role 
ambiguity correlated more highly with satisfaction variables 
than did role conflict and the relationship between role 
variable and measures of anxiety and propensity to leave the 
organization were not as strong as had been expected. 
Although conflicting personal outcomes of perceived 
role conflict have been reported in the literature, for the 
most part the studies have shown negative relationships 
between role conflict and/or role ambiguity and job 
satisfaction. Job dissatisfaction and job migr ation were 
personal outcomes of conflict between professionals in 
bureaucratic organizations (Sorensen & Sorensen, 1974). Van 
Sell et al. (1981) indicated that job dissatisfaction and 
job-related tension are the most frequent consequences of 
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role conflict. As a result of role conflict, the individual 
may experience personal changes such as dysfunctional 
behavior (Keller, 1975; Schuler, 1975) as well as increased 
heart disease risk (House, 1974). Shuler, Aldag, and Brief 
(1977) concluded that, in general, role ambiguity and 
conflict were "usually associated with negatively valued 
states; e.g., tension, absenteeism, low satisfaction, low 
job involvement, low expectancies and task characteristics 
with low motivating potential" (p. 125). 
Some studies investigated the moderating effects of 
different variables. Rabinowitz and Stumpf (1987) studied 
role conflict and role specific performance in faculty 
members at different levels of the organization. Once they 
controlled for moderating effects of organizational level in 
their analysis, they concluded that overall role conflict 
was unrelated to performance measures. They also concluded 
that "individuals may vary in the nature of the role 
conflict they experience to the possibility that the nature 
of the role conflict experienced may have differential 
effects on performance" (p. 81). In their study of military 
and civilian personnel, Johnson and Stinson (1975) studied 
the moderating effects of need for achievement and need for 
independence on relationships between role conflict, role 
ambiguity and job satisfaction. Three conclusions, 
specifically related to person-role conflict were presented: 
(a) there was significant negative correlations between 
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person-role conflict and both overall and intrinsic 
satisfaction; there was not a significant moderation of 
relationships between person-role conflict and satisfaction 
by (b) need for achievement, or (c) need for independence. 
The authors concluded that ''different types of individuals 
respond differently to role ambiguity and role conflict" 
(p. 33). 
Using a correlational-causal analysis, Miles (1975) 
tested the causal bases of the relationships between 
experienced role conflict and various personal outcomes 
(job-related tension, job satisfaction, and attitude toward 
the role senders). While role conflict appeared to be 
causally related to the variables, the causal direction was 
indeterminate. Explained by the author, "role conflict may 
lead to greater levels of tension, or higher felt tension 
may cue or reinforce role perceptions of conflict, or both" 
(p. 338). 
A review of the literature failed to locate any 
reported research studying the effects of person-role 
conflict on the GNP but did identify related studies in 
other areas of nursing. One of the most frequently 
mentioned areas was Kramer's (1966; 1970; 1974; Schmalenberg 
& Kramer, 1979) longitudinal studies of role conflict 
experienced by recent graduates of baccalaureate schools of 
nursing during their transition from student to graduate 
staff nurse. Kramer (1974) identified the concept of 
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professional-bureaucratic conflict in new graduate nurses as 
the major source of their Reality Shock. Similar to people 
in many professions who experience reality shock, Kramer 
identified it as the "incongruency of values and behaviors 
between school and work subcultures" (Schmalenberg & Kramer, 
1979, p. 2). Resolution of the conflict was carried out in 
either a negative or positive manner. Negative resolutions 
included: adoption of the bureaucratic values and loss of 
professional values, return to "ivory towers" to teach or 
for a higher degree, becoming "rutters" with little personal 
involvement or commitment, or, turning the conflict inward 
by becoming a "chronic gripper or complainer". Positive 
resolution occurred when the individual became ''bicultural" 
and was able to work with the "best of both worlds, knows 
and understands the rules, values, and norms of the work 
world and deliberately breaks them when necessary for 
improvement of patient care" (Schmalenberg & Kramer, 1979, 
p. 8) • 
Another group in nursing who are subject to role 
conflict are nurse educators, although Lambert and Lambert 
(1988) in their review of the literature in this area, state 
that relatively few studies have been conducted. Fain (1987) 
examined perceptions of role conflict/ambiguity and facets 
of job satisfaction while controlling for background 
variables such as age, level of education, years of 
university teaching and present position. Findings 
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supported results of others in that role conflict was 
associated with low levels of job satisfaction. No 
significant correlations between role conflict and the 
background variables were found although years of university 
teaching, level of education, and present position were 
significant and negatively correlated with role ambiguity. 
Nurses in acute care settings experience role 
conflict/ambiguity. Sowell and Alexander (1989) developed a 
Nursing Index of Role Conflict and Role Ambiguity for their 
study of 100 registered nurses. They found that both role 
conflict and ambiguity were inversely related to job 
satisfaction and that nurses who worked in intensive care 
units experienced greater degrees of role conflict and role 
ambiguity . 
Chacko and Wong (1984) studied correlates of role 
conflict between physicians and nurse practitioners (NPs). 
Similar to results from other studies, NP's perceptions of 
role conflict were strongly associated with work related 
factors and dysfunctional consequences, and a significant 
negative correlation existed between role conflict and job 
satisfaction. Task dimensions, such as autonomy, feedback, 
skill variety, and participation in organizational decisions 
were significant and negatively correlated to role conflict . 
No significant relationship existed between NP's demographic 
and background factors and role conflict. A significant 
positive relationship was found between role conflict and 
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number of physicians and staff but was nonsignificant to 
total number of nurse practitioners in the organization . 
The setting in which the NP worked was also important. 
Nurse practitioners who worked in public health and 
physician offices perceived a lower degree of role conflict 
than did the NPs working in hospitals. Finally, the study 
reported a significantly negative relationship between NP's 
conflict and the leadership style of the supervising 
physician. 
In summary, there are no reported studies of the 
person-role conflict a GNP may experience in carrying out 
health promotive behaviors and the personal outcomes that 
may occur as a result of that conflict. The literature 
offers evidence that the GNP would probably experience 
negative consequences with a person-role conflict, depending 
upon some characteristics of self, the organization, and 
others in the GNP's role set. The person-role conflict 
will, in all probability, cause some degree of dysfunction 
or stress in the individual. According to Festinger's 
(1958) theory of cognitive dissonance, whenever an 
individual holds two related but separate beliefs that are 
inconsistent with one another, a state of dissonance occurs. 
Individuals have the desire to reduce their dissonance, and 
this reduction of dissonance is a motivating force in their 
lives. How the GNP reduces the dissonance is, at this 
point, unknown, but perhaps the same negative or positive 
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resolutions that Kramer (1974) discussed in relation to 
reality shock might be applicable in this situation (adopt 
the beliefs of others while giving up one's own beliefs, 
leaving the role in the organization, becoming a griper or 
chronic complainer, or becoming bicultural and ''working with 
best of both worlds, knowing and understanding the rules, 
values, and norms of the work world and deliberately 
breaking them when necessary for the improvement of patient" 
(Schmalenberg & Kramer, 1979, p. 8). 
Changing Patterns of Health and Health Promotion 
The over 65 age group experience an increased incidence 
of chronic conditions, more out-patient visits to a 
physician, a greater probability of being hospitalized in 
any year and, if hospitalized, a longer length of stay 
(Davis & Rowland, 1986). Most older people experience at 
least one chronic condition and may have multiple conditions 
that influence functional independence and number of days of 
restricted activity . 
since the turn of the century, there have been dramatic 
shifts in patterns of morbidity and mortality in the U.S., 
not only in the over 65 age group but the population as a 
whole (Orlandi, 1987; Taylor, Denham, & Ureda, 1982). 
Infectious diseases, such as smallpox, rubella, measles, 
mumps, diphtheria and scarlet fever, which occurred more 
frequently during the early part of the century, have been 
largely eradicated due to preventive measures. These 
measures included immunizations and improved housing and 
sanitary conditions. In place of the infectious disease, 
one finds today's "contemporary epidemics of degenerative, 
neoplastic, and stress-related disease. It appears that 
much of the morbidity and mortality of these new epidemics 
is self-inflicted" {Taylor, Denham, & Ureda, 1982, p. 1). 
The three leading causes of death in the U. s. today are 
"heart disease, cancer, and cerebrovascular 
52 
disease ... [which) are determined largely by personal 
lifestyle decisions" {Orlandi, 1987, p. 120). During the 
years 1983-85, the two most prevalent chronic conditions 
reported in all persons over age 45 was arthritis and high 
blood pressure (USDHHS, 1988). Both of these conditions have 
components under control of the individual experiencing the 
condition. It is the concept of personal responsibility for 
changing behavior and life style which is one of the key 
factors of the health promotion/disease prevention movement 
in the U.S. (USDHHS, 1991). 
The health movement in this country received heightened 
emphasis in 1979 with the landmark publication of Healthy 
people: The surgeon General's report on health promotion and 
disease prevention (USDHEW, 1979). With this report, the 
Administration propelled what was called a second public 
health revolution, with emphasis on prevention of disease 
and individual responsibility for health. Prior to that 
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date, the emphasis had been on curative care with treatment 
of disease ranking as the highest form of health care. This 
public health movement, with its concepts of health 
promotion, has, however, been slowly implemented by American 
medicine (Taylor, 1981). 
Two studies (Attarian, Fleming, Barron, & Strecher, 
1987; Valente, Sorbal, Muncie, Levine, & Antlizt, 1986) 
focused on the beliefs, attitudes and practices of 
physicians in regard to their health promotive performance 
and support the statement regarding the slow implementation 
of health promotion. The study by Attarian et al. (1987) 
compared 77 general practitioners to 118 family practice 
residents in the state of North Carolina and reported that 
residency had little effect on health promotion practices. 
The physicians reported utilizing 10-20% of their time on 
private patient counseling, saw themselves hindered in their 
health promotive practices by lack of time and the patient's 
motivation, thought they had little impact on health 
behaviors, such as smoking, and identified their own need to 
overcome administrative, social, financial and professional 
barriers in carrying out health promotion. Family 
practitioners reported spending more time with clients on 
smoking cessation while general practitioners spent more 
time on weight control. Both groups spent the least amount 
of time on alcohol behavior and accident prevention. 
54 
Through use of a mailed questionnaire , Valente et al. 
(1986) surveyed 1,040 primary care physicians in the state 
of Maryland. The randomly selected sample included 
physicians in the specialty areas of family or general 
practice, internal medicine, obstetrics, and gynecology. A 
large percentage (97%) of respondents believed they should 
modify patient's behavior to minimize risk factors, 98% 
believed they were the person most responsible for health 
education in their offices, yet only 3-18% reported being 
very successful in helping patients change their behavior. 
This low rate of self-perceived success was accompanied by a 
50% response rate of those who positively responded to 
taking future health promotion courses. Three-quarters of 
the respondents felt that reimbursement for health promotion 
would be valuable. Physician's beliefs and practices 
differed by the year of their graduation . Those who 
graduated before 1950 did not believe in the need for the 
patients to be knowledgeable about their medications, those 
who graduated before 1960 believed more than other 
participants in the importance of eating a balanced diet, 
and those who graduated after 1970 believed more than others 
in the importance of aerobic activity. 
Health Promotion in the Elderly 
As stated by J. Michael McGinnis (1988), Deputy 
Assistant secretary of Health and Director of the Office of 
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Disease Prevention and Health Promotion (ODPHP), because of 
the demographic and economic trends in this country, "issues 
of aging and health will demand an increasing prominence on 
the national health care agenda" (p. 6). He elaborated on 
the measure of success and specific goals necessary for 
health promotion programs with the older age group. 
Successful outcome of health promotion programs in this 
population will be improvement in "health and quality of 
life" (p. 12) and not merely increasing the number of years 
to one's life. Specific goals for health promotion 
programs, he stated, are that they "foster the knowledge and 
skills necessary for an older adult to seek an independent 
and rewarding life in old age, unlimited by any health 
problems that are within our capacity to control" (p. 12). 
There are major differences in implementing health 
promotion with persons over and under age 65. One of the 
major differences that needs to be recognized is that most 
older persons have one or more chronic conditions, of which 
the most prevalent are arthritis, hypertension, cardiac 
symptoms, hearing impairment and vision problems (McGinnis, 
1988). The presence of chronic conditions "provides an 
opportunity to practice a different, perhaps more effective 
form of prevention, namely prevention of functional decline" 
(Kane, 1988, p. 166). Indeed, the 1990 Healthy People goals 
for persons over age 65 were to ''improve the health and 
quality of life for older adults, and, to reduce the average 
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annual number of days of restricted activity due to acute 
and chronic conditions by 20 percent, to fewer than 30 days 
per year ... " (USDHEW, 1979, p. 71). By 1987, a large 
portion of this goal had been reached with 17% fewer days of 
restricted activity reported (USDHHS, 1991, p. 4). The 
Healthy People 2000: National Health Promotion and Disease 
Prevention Objectives (USDHHS, 1991) lists 29 objectives 
specific to the older population. All of these are 
summarized in one target objective for this age group: 
"Reduce to no more than 90 per 1,000 people the proportion 
of all people aged 65 and older who have difficulty in 
performing two or more personal care activities (a reduction 
of about 19 percent), thereby preserving independence" (the 
baseline in 1984-85 was 111 per 1,000) (USDHHS, 1991, p. 
587). Kee (1984) recommends utilization of a functional 
rather than a medical model of health when working with the 
elderly and their chronic diseases. Reasons for this 
recommendation are that the functional model includes 
factors such as severity of condition and its impact on an 
individual's lifestyle. The functional model is a composite 
of not only physical condition but includes psychologic and 
social factors. 
FallCreek (1986) described multiple public and private 
agencies that have established subgroups to carry out the 
specific goals of health promotion in the elderly. The 
Office of Disease Prevention and Health Promotion (ODPHP) of 
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the U. S. Public Health Service carries out its goals of 
education, technical assistance, and training (McGinnis, 
1988) through initiation of a Healthy Older People Public 
Education Campaign. The National Council on Aging has 
offered many educational programs and sponsored a national 
health promotion conference in 1985. The concept of 
"wellness" has been the major theme of senior centers in the 
community, according to the National Institute of Senior 
Centers. One of the largest organizations of older persons, 
the American Association of Retired Persons (AARP), 
initiated a "Staying Healthy After Fifty" program and 
disseminates many educational materials. Co-editors of a 
prestigious geriatric journal stress their belief that "the 
cornerstone of the new geriatrics is preventive gerontology" 
(Morley & Solomon, 1990) . 
While "older people have often been overlooked as an 
appropriate audience for health promotion activities" 
(Gilbert, 1986, p. 38), results of studies show that they 
have been receptive to educational opportunities regarding 
health and health promotion. A marketing survey by the 
ODPHP (McGinnis, 1988) showed that older persons are 
interested in and actively seek out health education, that 
they do change their behavior, but that they lack 
information about specific health habits. 
Formal meetings have been conducted to evaluate cost 
effectiveness of prevention in the older population. One 
such workshop was held at the Brookings Institute in 1986 
with 27 expert participants from the fields of medicine 
I 
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epidemiology, and methods of evaluation. Their stated 
purpose was to "decide whether the evidence about the 
effects of prevention on health in six areas was good enough 
to warrant more careful, sophisticated attempts to evaluate 
the cost-effectiveness of change" (Russell, 1987, p. vii). 
Workshop participants did not expect to show that prevention 
saved money. In fact, they readily agreed that prevention 
costs money and that the focus of the workshop was to 
demonstrate improved health effects the improvement in 
health brought about by prevention. The summary of the 
workshop "reaffirmed the great potential of prevention for 
lengthening life and improving health. After their review 
of literature, [they recommended] that cost-effectiveness 
evaluations could usefully be done on changes in smoking, 
exercise, and obesity and their effects on [the older 
person's] capacity to work" (p. 5) 
Multiple studies have investigated whether older 
persons are interested in increasing their health knowledge, 
changing their behavior, and what factors positively 
influence their actions. One such study was carried out as 
a pilot project at a wellness center. The center was 
initiated for residents of an already existing facility, 
established by the National Caucus and Center on Black Aging 
in Washington, o.c. (Butler, 1987). During the Center's two 
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years of existence, it was operated under a philosophy of 
wellness and self-care, with a behavioral self-management 
approach. The author's evaluation of this center concluded 
that at the end of the program, clients were much more 
involved with their "stabilization of blood pressure, 
control of diabetes and weight ... and management of daily 
exercise program" (p. 28) than they were at the inception of 
the program. 
Johnson, Igou, Utley and Hawkins (1986) described a 
federally funded Wellness Center at the University of 
Connecticut School of Nursing. They focused primarily on 
holistic health with active participation by client's in 
their own health care. The population served by the nursing 
managed center consisted of 162 individuals over the age of 
55. The clinic was "devoted to preventive health care and 
it's services were designed to promote an optimal level of 
wellness for each individual" (p. 24). At the termination 
of the three year project, the evaluation showed that the 
clients were "appreciative, vocal, assumed much 
responsibility for their own care, and were articulate about 
what [nursing staff] could do for them and how they 
perceived [the nursing staff's] roles" (p. 27). 
In an attempt to determine whether self-reported health 
practices were related to health status in older adults, 
Hawkins, Duncan, and McDermott (1988) surveyed 126 subjects 
with a multidimensional, 54 item instrument. There were 
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three sub-groups with 42 subjects each from senior centers, 
nursing homes, and homebound elderly. Their results 
indicated that "specific health practices were related to 
self-reported health status of older adults" (p. 350). They 
found that: 
older adults who were more satisfied socially, 
free of or low in depression, had fewer or no 
physical disabilities, an internal locus of 
control, higher self-esteem, and fewer or no 
symptoms of aging, also tended to report 
engaging in current and lifelong exercise, 
sleeping 7 or 8 hours per day, having a higher 
educational attainment, and being in the younger 
age group of elderly (p . 344). 
The authors recommended that health educators consider the 
evidence and include it in their work with the elderly, who, 
the authors stated, are candidates for health education and 
health promotion programs. 
Senior citizens residing in the rural town of 
Willsboro, New York were interviewed in a door-to-door 
survey to ascertain their attempts and rate of success in 
making life style changes in health practices (Allen, 1986). 
The mean age of the 198 participants was 73. The survey 
consisted of five instruments which were administered to 
each participant. Two of the instruments examined the two 
independent measures of social environment - social support 
and health-related social norms. Social norms were tested by 
identifying the respondent's perception of how family, close 
friends, and individuals in the community felt about health 
behaviors and health risks . Eighty-three percent of 
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respondents indicated they had attempted to change their 
health practices over the past year with an average number 
of changes attempted being 2.7. The range of attempted 
changes was from zero to nine and included such practices as 
stress control, dietary, exercise, new creative interests, 
community service and improved social relations. The 
analysis of the success rate for attempted change was 
bimodal in that individuals were either very successful or 
not successful. The authors concluded that "subjects were 
well motivated to attempt life style changes but unable to 
accomplish their objectives" (p. 16). Social norms which 
endorsed positive health behavior played a "critical role in 
the success of lifestyle changes" regardless of the 
individual's social support. It was recommended that future 
programs be established which change either the social norms 
or the way the individual perceives the norms. 
In a quasi-experimental design study, Jordan-Marsch and 
Neutra (1986) investigated the relationship of health locus 
of control scores to changes in physical parameters, such as 
blood pressure, weight, low density lipoprotein, 
triglycerides, and the ratio between cholesterol and high 
density lipoprotein. Of the 337 participants in the study, 
230 were between the ages of 50 and 70. After assessment of 
an individual's health locus of control, the individual 
participated in a 24 day residential treatment program which 
focused on teaching the individual personal responsibility 
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for health. Two post-treatment interviews were conducted: 
one immediately after the program was completed and one 
after six months had elapsed. The initial assessment of the 
group indicated that subjects were more internal in health 
locus of control than reported in the literature for 
comparable age groups. There was a small, significant 
change in the health locus of control from time of admission 
to time of discharge although the changes were not related 
to change in physical parameters. Participants who scored 
high on external control of health showed a weight loss at 
the six month assessment, indicating they took more control 
over their weight problem after the program. Those who were 
successful in the six month assessment of physical 
parameters of cholesterol/high density lipoprotein ratios 
and triglyceride levels were "less motivated by powerful 
others" (p. 9) . 
What influences the elderly person in changing his life 
style? One frequently researched concept is that of social 
support and the question can be asked "What is the 
relationship between what an individual does to promote 
their healthy life style and their perceived social 
support"? In a descriptive study of two non-random samples 
of individuals over age 55, Hubbard, Muhlenkamp and Brown 
(1984) described a strong positive relationship between the 
two variables. Using two instruments, the Brandt and 
Weinert's Personal Resources Questionnaire (PRQ) Part II and 
the Lifestyle Questionnaire, two samples were interviewed. 
The first sample consisted of 97 individuals who 
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participated in activities at a senior center and the second 
sample was composed of 133 individuals who participated in a 
hospital's health fair conducted at two shopping malls. 
Married participants reported significantly higher levels of 
social support in the senior center sample but not in the 
health fair sample. However, marital status did not make a 
difference in the individual's health practices in the same 
sample. The investigators also found that those individuals 
in the senior center, who reported having a confidant, had 
higher scores on both the social support and the health 
practice instruments. Women in the health fair sample 
reported significantly higher scores on both instruments. 
The authors identified future implications for the nursing 
profession and recommended assessment of the client's 
interpersonal resources and social environment when 
assessing health status and health practices. 
Physical exercise and activity in the older person has 
also been investigated in health promotion. One hundred and 
eighteen individuals, ranging in ages from 65 to 89, were 
studied by Speake (1987} who investigated the relationship 
of locus of control and perceived health status with the 
health promotive behavior of physical activity. After 
completing the Multidimensional Health Locus of Control 
scale and the General Health rating index, each subject was 
' 
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asked to keep a three day activity record. Individuals who 
were elderly, unmarried, less educated, lived in a 
retirement complex, or lived alone believed that chance 
occurrence was responsible for their health condition. Most 
subjects had a positive perception of their health status, 
and individuals who were unmarried, older, or living in a 
retirement complex had lower activity scores. Those 
individuals who believed that chance or fate was responsible 
for their health and had poor perception of their health 
status also tended to be associated with lower activity 
scores. The subjects in this study were a homogenous 
population and the results are not generalizable. 
Therefore, future studies need to be conducted with more 
diverse groups. 
As with younger age groups, the subject of 
investigations with older individuals is the relationship of 
the stress of daily living and how it impacts one's health 
status. A prospective study by Wan (1982) examined the 
effects of retirement as a stressful life-change event on 
health and health status. Utilizing a sample drawn by 
stratified random cluster procedures, 11,153 non-
institutionalized elderly between the ages of 58 and 63 were 
identified from the Longitudinal Retirement History Study 
conducted in 1969. In that year, all subjects in the study 
were active in the work force and experienced no functional 
limitations. over the next six year period, 75% of the 
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total population retired. The investigator concluded that 
"retirement ... had no significant effect on health status (as 
measured by self-assessed health, life satisfaction and 
disability status) when prior health status was controlled" 
(p. 63). Other important conclusions were (a) the most 
important predictor of poor health was widowhood, (b) 
retirement had a strong synergistic effect when considered 
in combination with other major events, and (c) social 
support mediates the impact of retirement and other life 
events on health. 
A follow-up study by the same author (Wan, 1985) used 
the same data set to study causal relationships of stressful 
life events on health of 2,476 elderly individuals. A 
linear structural relationship (LISREL) approach was 
utilized to validate the structural relationships between 
poor physical health and five exogenous variables (age, 
retirement, widowhood, income, and doctor visits). The 
author recommended that "intervention strategies should be 
established in the period in which optimal levels of health 
can be promoted through the establishment of healthy life 
styles, such as exercising regularly, eating a balanced 
diet, quitting cigarette smoking, and learning stress 
management techniques" (p. 127). 
The major implication from the literature review in 
this area demonstrates that more studies need to be 
conducted in health promotion of the older population. 
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Research needs throughout the Healthy People 2000: National 
Health Promotion and Disease Prevention Objectives (USDHHS, 
1991) include those targeted to persons aged 65 and over. 
Ideally, one would choose to begin changing health beliefs 
and practices with a younger age population. However, there 
is already a body of literature which provides evidence that 
health promotion is effective in the elderly. The need and 
the positive implications this would have on improving 
quality of life for the elderly and many savings for society 
are enough reasons to encourage further research in this 
area. 
The Theory of Reasoned Action 
Fishbein's theory of reasoned action (TRA) was 
selected for use as the theoretical framework in this 
investigation of geriatric nurse practitioner's health 
promotive behaviors. The theory of reasoned action is 
concerned with relations among beliefs, attitudes, 
intentions, and behavior and described as an extension of 
Dulany's "theory of propositional control" to social 
behavior (Ajzen & Fishbein, 1970, p. 466). The authors 
admit that their work was at variance with others view of 
the construct of attitude, which stated that there was no 
close link between attitudes and behavior and that 
"attitude ... is only one of the many factors that influence 
behavior" (Ajzen & Fishbein, 1980, p. 27). Their approach 
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suggested that appropriate measures of attitude are strongly 
related to action. They restricted the term "attitude'' to a 
person's evaluation of any psychological object and drew 
clear distinctions between beliefs, attitudes, intentions, 
and behaviors. 
The general underlying philosophy of the theory of 
reasoned action is that human beings are usually quite 
rational and that they systematically use information 
available to them. Reasoned action states that an 
individual's action is under volitional control as opposed 
to a view that behavior is under unconscious control. The 
authors state that the theory is not restricted to a 
specific behavioral domain but is applicable in all 
situations of social behavior and to all levels of 
generality of actions. Goals of the theory include not only 
the understanding and prediction of human behavior but a 
means to effectively change behavior {p.4). Major 
assumptions underlying the theory are: 
1. Human beings are usually quite rational and 
their social behavior is under volitional control. 
2. People use information available to them in a 
reasonable manner to arrive at their decisions. 
3. A person's intention to perform (or not perform) a 
behavior is the immediate determinant of behavior. 
4. Individuals will tend to perform a behavior when 
they evaluate it positively, when they believe that 
important others think they sh~uld . perform it, and when 
they are motivated to comply with important others. 
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5. The relative weights of the two components of 
intention may vary from person to person and from time 
to time in the same person. ' 
6. A person's behavior is ultimately determined by a 
person's beliefs (be they correct or incorrect) he has 
about his world. 
7. The processes involved in behavior are largely 
automatic or implicit. An individual does not 
always stop and consider his attitudes prior to 
engaging in a behavior. 
Figure 1 presents a schematic diagram of the components 
of the theory of reasoned action, with the seven factors 
that determine a person's behavior. The theory postulates 
that intention (BI) is the immediate determinant of behavior 
(BEH) and that intention is a function of two determinants: 
a personal or attitudinal component (Ab) and a social or 
normative component (SN). 
Any social behavior may be the behavior of interest in 
the theory. The behavioral criterion may be either a single 
action criterion or a behavioral category. Categories, 
which are an index, based on a set of single actions, cannot 
be directly observed but are inferred from the single 
actions. Each behavioral criterion has four elements that 
must be identified in order to measure the behavior of 
interest. These four elements are the action, the target at 
which the behavior is directed, and the context and time in 
which the behavior is carried out. 
The immediate determinant of behavior (BEH) is 
intention (BI) and "when an appropriate measure of intention 
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INTENTION BEHAVIOR 
(BI) (BEH) 
Figure 1 . Relations among beliefs, attitude, subjective norm, 
intention and behavior. From Ajzen, I. & Fishbein, M. 
(1980). Understanding attitudes and predicting social 
behavior. Englewood Cliffs, NJ: Prentice-Hall, Inc. 
Reprinted with permission . 
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is obtained, it will provide the most accurate prediction of 
behavior" (Ajzen & Fishbein, 1980, p. 41). Intention 
consists of the same four elements as behavior and in order 
to make a prediction of behavior from intention, there must 
be correspondence in the action, target, context and time 
elements of both intention and behavior. When measuring 
intention that corresponds to a behavioral category, the 
investigator must measure the intention related to each 
single action in the category. Thus, an index of intentions 
related to each behavioral category is formed. 
"A measure of intention will not always be a good 
predictor of behavior" (Ajzen & Fishbein, 1980, p. 47). If 
for example, an individual's intention changes, then it will 
not be able to predict behavior. Several moderating 
variables between intention and behavior are discussed by 
the authors. Time is one factor that can interrupt the 
intention-behavior relationship. An individual's intentions 
can change over time with a decreased chance of accurate 
prediction of behavior as the length of time from 
measurement of intention and behavior increases. Other 
factors, which can change an individual's intention, are 
unexpected negative events, such as natural disasters, 
illness, or a change in an individual's expectations of the 
role of other persons when that role was important to the 
individual's intention to perform the behavior. The authors 
contend that direct experience with the behavioral target 
will cause the individual to have more realistic 
expectations and more stable intentions. 
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Behavioral intention (BI) is the term given to a 
measure of the likelihood that a person will engage in a 
given behavioral criteria. As stated previously, behavioral 
intention (BI) has two determinants: a personal or 
attitudinal component (Ab) and a social or normative 
component (SN). The attitudinal component refers to an 
individual's attitude about performing the behavior of 
interest. According to the theory of reasoned action, 
"attitude toward a concept is a person's general feeling of 
favorableness or unfavorableness for that concept" (Ajzen & 
Fishbein, 1980, p. 54). The authors recommend that 
"attitudes be viewed as overall evaluations and that they be 
measured by a procedure which locates respondents on a 
bipolar evaluative dimension" (Ajzen & Fishbein, 1980, p. 
55) . 
The second determinant of behavioral intention (BI) is 
the social or normative component (SN). This component 
reflects the pressures from the social environment on the 
individual in reflecting the individual's perception that 
important persons think the individual should or should not 
perform the behavior of interest. "Subjective norm in TRA 
refers to a specific behavior prescription attributed to a 
generalized social agent and is much more restricted than 
other sociological views of norms" (Ajzen & Fishbein, 1980, 
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p. 57). The theory postulates that an individual will 
perform the way that the individual perceives prescriptions 
of others. 
Each of the two determinants of intention, Ab and SN, 
are given a relative weight, the standardized regression 
coefficient, which serves as estimates of the weights of the 
two components and reflect the determinant's importance to 
the intention to perform a behavior (BI). Weights of the 
two determinants need not be in agreement with each other 
and may change from behavior to behavior and from one person 
to another. The theory assumes that when appropriate 
measures of attitudinal and normative components are 
obtained, then the sum of the weights of the two components 
should always predict intention. Their effects on behavior 
are mediated by behavioral intention. 
Each of the two determinants of intention are further 
subdivided into two components. An individual's "attitude 
toward the behavior (Ab) is determined by his salient 
beliefs that performing the behavior leads to certain 
outcomes (b) and by his evaluation (e) of these outcomes" 
(Ajzen & Fishbein, 1980, p. 77). An individual may hold 
many beliefs about any behavior, however, the theory holds 
that only a small number of about five to nine beliefs are 
salient at any given time. The first step in understanding 
why an individual holds a certain attitude toward a behavior 
is to identify the individual's salient beliefs toward the 
behavior. 
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It is possible to predict a person's attitude toward a 
behavior (Ab) by multiplying the strength of an individual's 
beliefs that performing a behavior will lead to a certain 
consequence by the evaluation of each of the consequences. 
All of the products of beliefs multiplied by the evaluation 
of the behavior are then summed, producing a total set of 
beliefs. 
When working with groups, it is important to elicit a 
set of beliefs that are salient in the population. 
Eliciting salient beliefs from a sample of the population 
will produce modal salient beliefs, asking the 
representative sample to list advantages, disadvantages, or 
anything else related to the behavioral category under 
investigation. A content analysis of these beliefs is 
conducted to identify the most frequently mentioned 
responses. 
The subjective norm (SN) is a function of two 
components, the first being that of normative beliefs (NB). 
These are the beliefs held by the individual that a referent 
thinks the individual should or should not perform the 
behavior. Referents may be a specific individual or groups 
of individuals and will be identified through elicitation 
process of salient referents. The second component of SN is 
the individual's motivation to comply with the referent 
others (Mc). Thus, an index of subjective norm (SN) is 
established by multiplying NB times Mc and summing the 
products, which predicts the subjective norm. 
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Modal normative beliefs are established by a group in 
an elicitation process similar to the previously discussed 
elicitation process of salient beliefs. Given a few 
specific requirements, it is possible to predict intention 
(BI) directly from the two sets of beliefs (Ab and SN). The 
set of behavioral beliefs must predict the attitude toward 
the behavior (Ab) and the set of normative beliefs must 
predict the subjective norm (SN). Secondly, there must be 
correspondence between the beliefs, attitudes, and 
subjective norms and the beliefs, evaluations and motivation 
to comply must be appropriately measured. Lastly, the 
attitude toward the behavior (Ab) and the subjective norm 
(SN) must be shown to predict intention (BI). 
Any variable not specified in the model is considered 
an external variable. According to the theory, these 
variables exert no direct influence on behavior. Instead, 
they exert an indirect influence and are mediated by 
components of the model. External variables include 
personality traits, demographic characteristics and 
attitudes towards targets. These variables influence 
beliefs in both Ab and SN which may, in turn, determine 
intention and indirectly affect behavior. 
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Validation of the Theoretical Model 
"Fishbein's model has elicited much attention because 
it is coherent, integrated, and pleasing and because it can 
be used to make reliable predictions about people's 
activities" (Gergen & Gergen, 1981, p. 197). Through the 
years, the theory has been subjected to laboratory and field 
testing, both in its entirety and in studies that examined 
the relationship of the individual components. As discussed 
by the authors, the theory has developed over time, has 
undergone many revisions and is useful for predicting and 
understanding behavior in many domains (Ajzen & Fishbein, 
1980). 
The theorists (Ajzen & Fishbein, 1980) conducted an 
analysis of ten reported studies that used the model to 
predict behaviors, "ranging from strategy choices in 
Prisoner's Dilemma games to premarital sexual intercourse 
among undergraduates" (p. 45). Ninety-one percent of the 
correlations between the two predictor variables and 
intention (BI), and between intention (BI) and behavior 
(BEH), were statistically significant. 
Several other studies supported the ability of the 
theory to predict behavior from intention. Sejwacz, Ajzen, 
and Fishbein (1980) predicted weight loss in 88 college age 
students in the behavioral categories of dieting and 
physical activities. Both general measures of intention and 
intentional indices permitted prediction of the 
corresponding behavior. 
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Using the model, Saltzer (1978 and 1980) studied weight 
loss behavior in two different samples. In the 1980 study, 
she attempted to identify social determinants of weight loss 
and reported significant association between perceived 
social norms about losing weight and behavioral intentions 
and subsequent actual weight loss. This study also showed 
that social normative beliefs were more significant 
determinants of weight loss than perceived personal 
consequences. 
The ability of the theory to predict consumer behavior 
was reflected in a study (Ajzen & Fishbein, 1980), which 
asked college students about their intent to purchase. 
Schlegal, Crawford, and Sanborn (1977) applied the model to 
a new field behavior, alcohol consumption by adolescents, 
and offered a strong support for prediction of behavioral 
intention. 
The theoretical model has been tested in studies 
related to domains of health and nursing. Miller, Wikoff, 
McMahon, Garrett and Ringel (1985) studied the medical 
regimen adherence of 112 myocardial infarction patients 
during and post hospitalization. The findings of their 
study were generally reported to parallel those predicted by 
the model . 
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Pender and Pender (1986) tested the theoretical model's 
relationship of predictor variables to intention of adults 
to engage in three health behaviors. While results of the 
study held helpful implications for future work with 
individuals and their health behaviors, the study ''provided 
limited support for the theory of reasoned action" (p. 18). 
The investigators recognized that this may have been due to 
use of general behavioral categories rather than an index of 
actions under each category. 
The theory of reasoned action has been tested in 
several doctoral dissertations dealing with nursing issues 
and health behavior. Pugh (1980) studied factors that 
influenced congruence between beliefs, intentions, and 
behavior in the clinical teaching of nursing; Wittman (1986) 
investigated beliefs of registered nurses regarding 
participation in continuing education activities; Brubaker 
(1984) examined health-promoting lifestyle modifications in 
undergraduate students; contraceptive behavior of college 
students was the topic of McLittle's (1983) dissertation; 
and smoking behavior among student nurses was researched by 
Rausch (1985). The results of all of the dissertations were 
generally consistent with the theoretical model. 
Extension of the Theory 
Ajzen and Madden (1986) studied the effect of prior 
behavior on later behavior in college student's class 
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attendance. They reported a significant correlation of 
moderate magnitude between prior and later behavior. In a 
later publication, Ajzen (1988) further discussed the role 
of prior behavior. He stated that "prior behavior can 
permit the accurate prediction of later behavior in many 
situations [and] that behavior can also be quite variable 
over time" (p . 100). The most important question regarding 
prior and present behavior are the factors that persist over 
time and continue to exert an influence on behavior. 
Ajzen (1988} has continued to work on extension of the 
theoretical model and has discussed the concept of perceived 
control over performance. This concept is, he stated, 
similar to the concept of self-efficacy in the literature 
and refers to "the perceived ease or difficulty of 
performing the behavior" (p. 132). The perception "reflects 
past experience as well as anticipated impediments and 
obstacles" (p. 132}. "As a general rule people attempt to 
perform a behavior to the extent that they have confidence 
in their ability to do so" (p. 107) . The concept of planned 
behavioral control is equal to the other two components of 
the model, attitude toward the behavior and the subjective 
norm, in his theory of planned behavior (p. 13 2 ). This 
theory, he states, is a "general model in which the theory 
of reasoned action represents a special case" (p . 136}. 
In summary, the theory of reasoned action has received 
empirical evidence of support in the literature and the 
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components have been highly accurate in their predictions. 
There are limited studies that do not support the 
theoretical constructs, construct validity, or method of 
measurement. The results of these studies are inconclusive 
at this time. For the above reasons, and because GNP's 
health promotive behavior is a new domain in which to test 
the theory, it seemed more appropriate to use the theory and 
method of analysis as originally designed by Fishbein and 
Ajzen. 
Theoretical Framework Applied to this Study 
The theory of reasoned action (Fishbein & Ajzen, 1975) 
was used as the theoretical framework in the development of 
the instrument. The purpose of the investigation was to 
explain and understand the health promotive behaviors of 
geriatric nurse practitioners. 
Basic tenets of the theory are that individuals will 
perform a behavior when they (a} evaluate it positively, (b) 
believe that ''important others" think they should perform 
it, and, (c} are motivated to comply with important others. 
Applied to the present investigation, the theory would 
propose that the actions of a rational geriatric nurse 
practitioner are under the voluntary control of the 
individual. Additionally, the GNP will exhibit the 
intention to carry out the health promotive behaviors if the 
GNP (a) values health promotive behavior, (b) believes that 
"important others" in the organization think the behavior 
should be performed, and, (c) is motivated to comply with 
the perceived expectations of the important others. 
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The literature lacks reports of studies regarding 
geriatric nurse practitioner's health promotive behaviors. 
As an significant health care provider with the increasing 
number of older clients, knowledge about the GNP's health 
promotive behaviors is essential. In the preliminary stage 
of theory development regarding such behaviors, the present 
investigation developed and used the instrument to study 
geriatric nurse practitioner's health promotive behaviors. 
Chapter 3 
METHODOLOGY 
The purpose of this investigation was to test the theory 
of reasoned action (Ajzen & Fishbein, 1980) in a new social 
domain, the health promotive behaviors of geriatric nurse 
practitioners. This chapter consists of a discussion of the 
steps used in development of the research instrument, 
testing the theory, and an explanation of the fit of the 
theoretical model to each step. The steps included: 
1. Identification of behavioral criterion. 
2. Elicitation of modal salient beliefs, as recommended 
by Ajzen and Fishbein (1980). 
3. Pretest of the instrument for validity. 
4. Testing the theory. 
5. Data analysis. 
Step One - Identification of Behavioral Criterion 
The behavioral criterion in this investigation (health 
promotive behaviors) consisted of two behavioral categories, 
health assessment (HA) and health teaching (HT). Each 
category was composed of an index of single actions, 
established through a preliminary study (Appendix A). 
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Following a review of the literature, it was evident that 
there was a lack of definition of specific behaviors 
comprising the concept of health promotive behaviors. 
Several authors (Coulehan & Block, 1987; Pender, 1982; 
Teague, 1987) discussed in a general format what actions 
should be performed by health care providers to promote 
health, however, no inventory scale of health promotive 
behaviors for geriatric nurse practitioners was available. 
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In order to define the behavioral criterion (geriatric 
nurse practitioner's health promotive behaviors), a 
qualitative study, using a phenomenological approach, was 
conducted by this investigator (Venegoni, 1988). The 
phenomenological research method is an inductive, 
descriptive approach in which the investigator attempts to 
describe an experience as lived by an individual. Six nurse 
practitioners, who at the time of the study were working 
priamrily with older adults, were interviewed with an open-
ended question format. They were asked what actions they 
performed could be considered health promotive. A content 
analysis of the taped interviews was carried out, leading to 
identification of the most frequently mentioned responses 
and themes. The five broad behavioral categories of health 
promotion were labeled: (a) health assessment, (b) teaching 
activities, (c) supportive actions, (d) other aspects of 
disease prevention which promote health, and (e) interaction 
with other health professionals. From the analysis of the 
interviews, specific actions in each behavioral category 
were identified. The two most frequently mentioned health 
promotive behaviors, health assessment and teaching 
activities, were selected as the behavioral categories for 
this study. 
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In addition to identifying the single actions of the 
behavioral criterion, Ajzen and Fishbein (1980) state that 
the target, context, and time elements must be identified. 
In this investigation, the target was the population of 
elderly clients with whom the geriatric nurse practitioner 
worked, the context was the health care setting in which the 
geriatric nurse practitioner was employed, and the time was 
the six months prior to and following completion of the 
instrument. Based upon the theory, there must be 
correspondence in action, target, context, and time in each 
of the components (behavior [BEHJ, intention [BI], attitude 
toward the behavior (Ab) and subjective norm (SN)) included 
in the instrument. 
Step Two - Elicitation of Modal Salient Beliefs 
In order to determine the attitude toward the behavior 
(Ab) and the subjective norm (SN), the modal salient beliefs 
must first be identified. According to the theory, an 
individual forms beliefs about persons, objects, actions, 
and events throughout the course of a lifetime. These 
beliefs are dynamic and changeable over time. It is these 
84 
beliefs that determine an individual's attitudes about 
persons, objects, actions, and events (Ajzen and Fishbein, 
1980). The authors of the theory of reasoned action propose 
that in order to understand an individual's attitudes about 
a behavior, the salient beliefs which are uppermost in the 
person's mind, must first be identified. While an individual 
may have many beliefs, only about five to nine beliefs are 
salient at any given time. Therefore, the nex t step in the 
formulation of an instrument using the theory of reasoned 
action, is the assessment of the modal salient behavioral 
and modal salient normative beliefs of a representative 
sample from the population for whom the instrument is 
intended. 
The salient beliefs for this study were derived from an 
open-ended question format in which respondents were asked 
to list the advantages, disadvantages or anything else they 
associated with performing the two behavioral categories 
under investigation . They were also asked to identify any 
important individuals or groups in their health care setting 
who would approve or disapprove of the geriatric nurse 
practitioner carrying out the two behaviors (Appendix B) . 
The Sample in Step Two 
The sample used in the establishment of the modal salient 
beliefs in this portion of the investigation consisted of 20 
certified geriatric nurse practitioners, selected in a 
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simple randomized fashion with non-replacement, from the 
1989 American Nurses Association member list of certified 
GNPs (N = 1197). A letter of explanation soliciting their 
response, an open-ended questionnaire (Appendix B), a 
general information data sheet (Appendix J), a list of the 
index of actions of each of the two behaviors (Appendix A) 
and a pre-stamped, self-addressed return envelope were sent 
to their home address. An effort was made to increase the 
return rate. Strategies recommended by Berdie, Anderson, 
and Niebuhr (1986) were included in the design and format of 
the instrument, the type and wording of the questions, and 
written correspondence with the participants. The contact 
schedule with the participants followed a modified version 
of Dillman's Total Design Method (TOM) as described in the 
literature (Crosby, Ventura & Feldman, 1989). Post card 
reminders were mailed to all sample members one week after 
the mailing of the original survey. Three weeks after the 
initial mailing, a second letter and instrument were mailed 
to all non-respondents. 
The general information data sheet (Appendix J) was 
designed to elicit general background information from 
respondents. Information requested included personal, 
educational, and professional attributes which were needed 
to describe the sample. Most items were short, multiple 
choice responses in which the subject placed a mark by the 
correct answer or completed a brief statement regarding the 
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date of completion of an educational program or calculation 
of years of experience. The theory of reasoned action 
(Ajzen & Fishbein, 1980) considers these variables as 
external variables and, as such, are not considered an 
integral part of the theory since "they have no consistent 
effects on the beliefs underlying these behaviors" (p. 91). 
Fourteen geriatric nurse practitioners (70 % of the 
sample) responded, with 11 (55%) of the returned instruments 
usable in the formation of the instrument and 3 (15%) not 
usable due to the fact that the individuals no longer 
practiced nursing or functioned as a GNP. A content 
analysis of their responses was conducted in order to 
identify themes and construct the questions for the 
instrument. 
Identification of Salient Modal Beliefs and Development 
of the Instrument 
From the salient beliefs identified by the sample, a set 
of modal beliefs, salient to the population, were 
identified. These modal salient beliefs were those most 
frequently elicited from the sample after conducting a 
content analysis of their responses. The responses were 
organized into similar patterns of outcome categories with 
frequency of responses noted. Approximately 75 % of all 
stated beliefs were retained in the construction of the 
Geriatric Nurse Practitioner - Health Promotive Behaviors 
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Questionnaire (GNP-HPB) including the advantages and 
disadvantages of carrying out health assessment and health 
teaching, and identification of important individuals or 
groups in their health care setting who would approve or 
disapprove of the GNP carrying out the two behaviors. There 
are four sets of modal salient beliefs: modal salient 
behavioral and normative beliefs regarding health assessment 
and modal salient behavioral and normative beliefs regarding 
health teaching. The instrument developed from the modal 
salient beliefs was a 110 item, self-reported, self-
administered questionnaire with closed-ended questions, 
designed to elicit data for the analysis of geriatric nurse 
practitioners beliefs, attitudes, behavioral intentions, and 
health promotive behaviors. The instrument (Appendix I) 
consisted of several sections printed on single-sided, 
multiple pages. 
Two behavioral categories (health assessment and health 
teaching) were included in the instrument with an individual 
questionnaire being created for each behavior (Appendix I: 
Sections I and II). Each questionnaire was subdivided into 
eight categories: (a) intentions to engage in the target 
behavior (BI), (b) attitude toward the behavior (Ab), (c) 
subjective norm (SN), (d) behavioral beliefs about outcome 
of the behavior (b), (e) evaluations of the outcomes (e), 
(f) normative beliefs about outcome of the behavior (NB), 
(g) motivation to comply (Mc), and (h) actual behavior 
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(BEH). The measurement format used in the questionnaire 
followed the recommendations of the authors of the theory of 
reasoned action (Ajzen and Fishbein, 1980). Behavioral 
beliefs, outcome evaluations, and normative beliefs were 
measured on a seven point bi-polar, semantic differential 
scale and were scored from -3 (unlikely, bad, harmful, 
punishing, unpleasant) to +3 (likely, good, beneficial, 
rewarding, pleasant). The motivation to comply with 
important others and report of behavior scales were scored 
from 1 (not at all) to 7 (very much). 
Examples of questions in the eight components of the 
theoretical model in the health assessment behavioral 
category included the following: 
Intention (Bl) : 
I intend to conduct a complete health assessment on all new clients that see 
during the next six months 
Likely _ _ _ : ___ : ___ : ___ : ___ : ___ : __ Unlikely 
extremely quite slightly nei ther slightly quite extremely 
Attitude toward the behavior (Ab): 
My complete health assessment on all new clients that I see during the next 
six months is 
Harmful ___ : ___ : ___ : ___ : ______ _ _ _ Beneficial 
ex tremely quite slightly neither slightly quite extremely 
Behavioral beliefs (b) : 
My completing a health assessment on all new clients is a first step in 
helping the client with their own health promotion 
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Likely _______________ : ___ : ___ : ___ Unlikely 
extremely quite slightly neither slightly quite extremely 
Outcome evaluations (e) : 
Requiring a complete health assessment on all new clients is 
Good 
----
extremely quite slightly neither slightly quite extremely 
Subjective norm (SN) : 
Most people who are important to me in my practice setting think I should 
carry out a complete Health Assessment on all new clients 
Bad 
Likely _ _ _ : ___ : ___ : : _ __ : ___ : ___ Unlikely 
extremely quite slightly neither slightly quite extremely 
Normative beliefs (NB): 
My physician colleagues who work with me in my practice setting think l 
should carry out a complete Health Assessment on all new clients 
Likely _ __ : ___ : ___ : ____ : ___ : ___ : ___ Unlikely 
ex tremely quite slightly neither slightly quite extremely 
Motivation to comply (Mc): 
Generally speaking I want to do what most physicians I work with in my 
pract ice setting think I should do 
Likely _ __ : ___ : ___ : : ___ : ___ : ___ Unlikely 
extremely quite slightly nei ther slightly quite extremely 
Behavior (BEH): 
To what degree during the past six months have you completed a Health 
Assessment with your clients 
Most · · · Never 
___ .___ . ___ . ___ ---- - -- - --
of the 
Time 
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Step Three - Pretest of the Instrument for Validity 
Ajzen and Fishbein (1980) established steps for the 
construction of an instrument that tests their theory. They 
do not specify, however, any pretesting of the instrument. 
Since an intended outcome of the current investigation was 
the development of an instrument that can be used in future 
research in the development of theory regarding GNP's health 
promotive behaviors, pretesting steps were included. 
Pretesting was carried out in two phases: expert panel 
review and graduate student sample review for validity. 
Expert Panel Review 
The instrument, which was based upon the identification 
of the modal salient beliefs, was submitted to review by a 
convenience panel of two experts to judge the content 
(consensual) and construct validity of the instrument. The 
two reviewers were chosen for their expertise and 
familiarity with the theory of reasoned action and the 
instrument design which tests that theory. One expert was 
the originator of the theory of reasoned action, Dr. Martin 
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Fishbein. The other expert, Dr. Robert Brubaker, was a 
psychologist who tested the theory in his dissertation and 
who continues to test the theory in his research and 
publications. The panel members were requested to review the 
instrument for clarity of directions and items, visual 
appearance and format of the instrument, correspondence 
between behavioral elements, and congruence between 
components of the theory and the geriatric nurse 
practitioner's Health Promotive Behaviors (Appendix C & D). 
Both reviewers responded that the instrument had been 
developed according to the theoretical framework and offered 
minimal recommendations for change (Appendix E & F). These 
were made in accordance with reviewers' recommendations. 
Pretest with Graduate Students 
According to other researchers (Waltz, Strickland, & 
Lenz, 1984, p. 278), one of the preliminary steps in the 
construction of a questionnaire is the pretest with 
individuals who are similar to the intended sample. In the 
current investigation, the pretest was carried out with a 
non-random, convenience sample (n = 20) of geriatric nurse 
practitioner graduate students from two University Schools 
of Nursing. Explanation of the purpose of the instrument 
and solicitation of their participation was carried out 
through a letter from the investigator (Appendix G). 
Members of the sample were requested to evaluate the 
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instrument for face validity, clarity and comprehensiveness 
of items, offer suggestions for revisions in appearance and 
ambiguous terms, and estimate the amount of time required to 
complete the questionnaire. 
Eleven completed instruments were returned. The major 
comment offered was that some of the questions seemed 
redundant. Redundancy of questions is an inherent part of 
the theorist's recommended manner for developing the 
questionnaire. There must be congruency between actions used 
in the questions which test the different components of the 
theory. Thus, repeat of questions with similar wording seems 
redundant to someone not familiar with the theory. No 
revision of the instrument was required. 
Step Four - Testing the Theory 
In order to test the theoretical model, the theory of 
reasoned action, a simple random sample was selected from a 
national list of certified geriatric nurse practitioners. A 
list of members (n = 200) was generated from a 1989 list of 
certified geriatric nurse practitioners obtained from the 
American Nurses Association, excluding the names of the 20 
GNPs removed for participation in the preliminary survey. 
Data were collected during the months of January and 
February, 1991. Each participant was mailed a letter 
requesting their participation (Appendix H), a copy of the 
instrument (Appendix I), the general information data sheet 
(Appendix J), and a self-addressed, pre-stamped, return 
envelope. One week after the initial mailing, a post card 
reminder was sent and two weeks later a second letter and 
instrument were sent to non-respondents (Appendix L}. 
Estimation of Reliability and Validity 
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In order to estimate reliability and validity, the 
instrument was administered to 30 participants on two 
occasions. The second mailing occurred 10 days after the 
receipt of their completed questionnaire (Appendix K). Data 
were analyzed for internal consistency by Coefficient alpha 
with the correction factor {Cronback, 1951), test-retest r 
for indication of stability, and factor analysis to verify 
construct validity 
Step Five - Data Analysis 
The Statistical Package for the Social Sciences (SPSS X, 
Release 4.0, User's Guide, 1988} software programs 
Reliability and Factor were used for data analysis. The 
first stage of analysis was conducted to determine the 
strength of the relationship among variables of the theory. 
The correlation coefficient (r} was used as an index of 
linear relationship and r squared as the relative strength 
of association and proportion of shared variance. Each 
variable, attitude toward the behavior (Ab) and the 
subjective norm {SN}, were independently correlated with 
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behavioral intention (BI) to perform each behavioral 
category (health assessment and health teaching). A 
correlation was considered statistically significant when 
the probability level (p) was less than . 05 . A relationship 
between two variables was considered strong when the 
correlation coefficient was equal to or exceeded .50. 
Multiple correlation coefficient (R) was used as an index 
of the degree to which one can predict the intention (BI) 
variable from the simultaneous consideration of the other 
two predictor variables (attitude toward the behav ior [Ab] 
and subjective norm [SN)). Each of the predictor variables 
received a relative weight, the standardi z ed regression 
coefficient, which was indicative of the relative importance 
of each variable in the prediction of the intention to 
perform the behavior. 
Other theoretical relationships examined were: 
1. Correlation between estimate of an attitude (based on 
behavioral beliefs and outcome evaluations) and a direct 
measure of the attitude toward the behavior. 
2. Correlation between estimate of a subjective norm 
(based on normative beliefs and motivations to comply) and a 
direct measure of the subjective norm. 
3. Stepwise multiple regression to determine which 
variable(s) was(were) most predictive of the variance of the 
two health promotive behaviors (health assessment and health 
teaching). 
4. A comparison of intenders versus non-intenders 
through at-test of mean scores for both groups; and 
5. The strength of the relationship (r) between 
intention to perform HPB and the self-report of the 
behavior. 
The sample was described by demographic variables. 
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Chapter 4 
RESULTS 
The purpose of this chapter is to present the results 
of the investigation. It describes the demographic 
attributes of the sample, testing of the components of the 
theory of reasoned action, and the results of tests for 
validity and reliability. 
Demographic Attributes of the Sample 
From the ANA's list of certified geriatric nurse 
practitioners, excluding the names of the 20 GNPs removed 
for the preliminary survey (N = 1177), a simple random 
sample of 200 names was selected. One hundred and forty-
three (71.5 %) surveys were returned, of which 94 (47%) were 
included in the data analyses. Forty-nine surveys (24.5%) 
were excluded from data analyses for a number of reasons: 
(a) the GNP was not working in field of gerontological 
nursing or as a nurse practitioner (n = 33), (b) the GNP was 
working in a subspecialty of gerontological nursing and not 
carrying a patient case load (n = 6), (c) the GNP was not 
active in nursing (n = 4), (d) the GNP did not accurately 
complete the instrument (n = 3), or, (e) the GNP had died 
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and family members returned the instrument (n = 1). 
Thirteen (6.5%) questionnaires were returned undelivered due 
to address change. 
Of the 94 instruments included in the study, 86 (91.5%) 
subjects were females and 8 (8.5%) subjects were males. 
Tables 1 through 4 present frequency, age distribution, 
basic level of education, years of practice as a RN and GNP, 
highest level of education, and method of preparation to 
become a GNP. 
Table 1 
As illustrated in Table 1, respondents ranged in age 
from about 30 to 60 years of age with two below 30 and three 
aged 60 or older. The majority (38.3%) of the sample were in 
the 30 - 39 age category. More than half (59.6%) of the 
respondents were 40 years of age or older. Basic 
educational preparation of the sample reflects that more 
than half (57%) of the respondents were graduates of 
baccalaureate schools of nursing. 
Table 2 
Table 2 shows that the largest group of respondents 
(n = 35
1 
37.3%) have been a registered nurse for over 20 
years. When groups of respondents were added together, more 
Table 1 
Frequencies and Percentages of the Study subjects by 
Age and by Basic Level of Education 
I variable 
AGE: • 
Below 30 
30 - 39 
40 - 49 
50 - 59 
60 & Over 
BASIC LEVEL OF 
EDUCATION: b 
Diploma 
AON 
BSN 
Frequency 
2 
36 
28 
25 
3 
25 
15 
53 
Percent 
2.1 
38.3 
29.8 
26.6 
3.2 
26.9 
16.1 
57.0 
Note. ADN = Associate degree in nursing; BSN 
of science degree in nursing. 
n 94 
b n 93 
Bachelor 
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than half of the subjects sampled (54.3 %) have practiced as 
a nurse for over 16 years. The majority (58.5 %) of 
respondents have practiced as a geriatric nurse practitioner 
for 5 years or more, with the largest group (n = 42, 44.6 %) 
having practiced as a GNP for between five to ten years . 
One fifth (n = 19, 20.2 %) of the GNPs have been employed in 
their present position for over 6 years. Fifty-one GNPs 
(54.3%) have been employed in their present positions from 
one to five years, while another 20% of the GNPs (n = 21 
22.3%) have been in their present positions for less than 
one year. 
Table 3 
The majority (75.2 %) of respondents in the sample 
continued their educational process beyond their basic 
preparation and earned either a master's and/or a doctoral 
degree (Table 3) . Sixty (64.5 %) members of this group held 
a master's degree in the science of nursing while five 
obtained a master's degree in another field and five held a 
doctoral degree. Of those subjects with a master's degree 
in nursing, 56 (60.9 %) became prepared as a GNP in the 
advanced degree program. Of the 40 (42.6 %) persons who 
completed a diploma or associate degree in a nursing program 
in order to become a registered nurse, the majority (77.5 %) 
pursued higher education. Nine (9.7 %) persons held a 
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ble 2 
eguencies and Percentages of the study Subjects by Years 
Practice as a Registered Nurse (RN) and by Years of 
actice as a Geriatric Nurse Practitioner (GNP) 
'ariable 
EARS OF PRACTICE 
.S RN: a 
,ess than 10 
.0 - 15 
.6 - 20 
>ver 20 
[EARS OF PRACTICE 
\S GNP: a 
:...ess than 5 
5 - 10 
10 - 15 
16 - 20 
.!1 94 
Frequency 
13 
30 
16 
35 
39 
42 
12 
1 
Percent 
13.8 
31. 9 
17.0 
37.3 
41. 5 
44 . 6 
12.8 
1.1 
able 3 
'reguencies and Percentages of the study Subjects by the 
lighest Level of Education and by Method of Preparation 
:o Become a Geriatric Nurse Practitioner {GNP} 
variable 
HIGHEST LEVEL OF 
EDUCATION: • 
Diploma 
ADN 
BSN 
Bachelors (Other) 
MSN 
Masters (Other) 
Doctorate 
METHOD TO BECOME 
GNP : b 
Certificate 
Masters program 
Other 
Frequency 
4 
5 
8 
6 
60 
5 
5 
30 
56 
6 
Percent 
4. 3 
5.4 
8.6 
6.5 
64.5 
5.4 
5.3 
32.6 
60.9 
6.5 
· d 1.·n nursing,· BSN = Bachelor Note. ADN = Associate egree 
· nurs1.·ng,· MSN = Masters of Science of Science degree 1.n 
degree in nursing. 
n 93 
n 92 
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iploma or associate degree as their highest level of 
ducation. 
able 4 
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Table 4 presents the frequencies and percentages for 
.ype of practice and setting in which the GNPs are employed. 
:ven though all major types of facilities were listed as 
,ptions in the questionnaire, 21 GNPs (23.9%) selected the 
:ategory "other" with no further explanation of their 
~mploying type of facility. Three GNPs managed their own 
Lndependent practice and one was employed in a nursing 
~enter. Grouped together, 36 GNPs (40.8%) practiced in a 
Jrimary health care setting, while 31 GNPs (35.3%) were 
employed in some type of institution (hospital or nursing 
home). 
Most of the subjects in the study were employed in a 
large metropolitan city. Fifty-two (57.8%) respondents 
selected that category, while 27 (30.0%) subjects stated 
they practiced in smaller, urban cities . Rural areas 
accounted for only 11 (12.2%) of the sample. The states in 
which the GNPs practiced were geographically divided into 
regions according to the divisions used by the U.S. 
Department of commerce, Bureau of the Census (US Bureau of 
the census, 1951). The largest number of GNPs in the sample 
(n = 20, 21.3%) resided in the Pacific region, which 
included the three states on the Pacific coast, Alaska and 
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'able 4 
~reguencies and Percentages of the Study Subjects by Place 
)f Employment and by Geographic Setting 
variable 
TYPE OF PRACTICE : • 
Own Practice 
Nursing Center 
MD's Practice 
Hospital 
Hospital out-Pt 
Nursing Horne 
Prepaid Group 
Practice 
Neighborhood 
Health Center 
Other 
SETTING : 
Large, Metropolitan 
City 
Smaller, urban 
City 
Rural 
n 88 
n 90 
Frequency 
3 
1 
8 
13 
17 
18 
3 
4 
21 
52 
27 
11 
Percent 
3.4 
1.1 
9.1 
14.8 
19.3 
20.5 
3.4 
4.5 
23 . 9 
57 . 8 
30.0 
12.2 
awaii. The three regions along the Eastern seaboard 
ontained the next largest number of respondents: New 
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ngland region, 13 (13.8%); Middle Atlantic, 19 (20.2%), and 
outh Atlantic, 14 (14.9%). 
Information about the type and number of professionals 
!mployed in the GNP's organization was collected. More than 
talf of the sample (n 44, 53.7%) practiced in a facility 
:hat employed only 1 or 2 nurse practitioners. Thirty-nine 
:56.5%) of the GNPs were employed in an organization which 
tlso employed between one and six physicians. The 
)rofessional preparation of the administrator varied. 
rwenty-two GNPs (23.4 %) identified a physician as their 
~dministrator. Other administrators selected by respondents 
from choices on the data information sheet were those 
prepared with an MBA (22.3%), RN (17%), or a Ph.D. in health 
administration (3.2%). The ''other" category included 22.3 % 
of the administrators. 
The GNPs were asked the average number of patients they 
had seen daily during the past six months. The number of 
patients ranged from 1 to 40, with 57.5% of the GNPs seeing 
between 4 and 12 patients. Ten patients per day was the 
mode for 13 GNPs (13 . 8%). They were also asked what 
percentage of their clients were over age 55. Sixty-six 
GNPs (70.2%) indicated that between 76% and 100% of their 
clients were over age 55. Only 13 respondents (13.8%) 
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stated that less than 50% of their case load was below age 
55 . 
When asked if the educational program in which they 
became a GNP included classes in health promotion, 61 
(64.9%) stated that it had, while 31 (33 %) responded in a 
negative manner. Of those who did have classes in health 
promotion, 18 (19.1%) responded that had received less than 
6 hours of instruction and 18 (19 . 1%) responded that they 
have received between 6 and 10 hours of instruction. Fifteen 
others (16 %) had received over 20 hours of instruction while 
9 GNPs had received between 11 and 20 hours in their 
educational program. 
The Theory of Reasoned Action 
This section provides results of the testing of the 
major components of the theory of reasoned action 
(behavioral intention (BI), behavior (BEH), attitudinal 
component (Ab), personal beliefs about the behavior (b), 
evaluation of the outcome (e), subjective norm (SN), 
normative beliefs (NB) , and motivation to comply (Mc) 
(Figure 1) . The theory postulates four major hypotheses: 
1. Behavioral intention (BI) is the immediate 
determinant of behavior (BEH) . 
2. Intention is a function of two determinants: a 
personal or attitudinal component (Ab) and a social or 
normative component (SN) . 
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3. The attitudinal component (Ab), which refers to an 
individual's attitude about performing the behavior of 
interest, is obtained from the individual's salient beliefs 
that performing the behavior will lead to a certain outcome 
(b) and the individual's evaluation of that outcome (e). 
4. The subjective norm (SN) is, likewise, a function 
of two components: the beliefs held by the individual that 
important others think the individual should or should not 
perform the behavior (NB) and the individual's motivation to 
comply with important others (Mc). 
As expected, behavioral intention (BI), as the 
immediate determinant of behavior (BEH), had a strong 
relationship with behavior. In order to determine the 
strength and direction of the relationship, Pearson product-
moment correlations were performed on all major components 
of the theory in both behavioral categories, health 
assessment and health teaching. Correlation coefficients 
between behavioral intention (BI) and behavior (BEH) in both 
behavioral categories were strong and statistically 
significant (health assessment: r = .62, p < .005; health 
teaching: r = .62, p < .005). 
According to the theory, strong correlation 
coefficients were expected to explain the relationship 
between behavioral intention (BI) and its two major 
determinants: the attitudinal (Ab) and normative (SN) 
components. The results, shown in Table 5, indicate that 
107 
both predictor variables, Ab and SN, were in the moderate 
range and statistically significant in their relationship to 
the criterion variable, intention to carry out health 
teaching (r = .57 and .51 respectively, p < .005). In 
health assessment, however, both variables were 
statistically significant (p < .005) but showed different 
degrees of relationship. The attitudinal component (r = .44) 
indicated a moderate relationship while the subjective norm 
(SN) relationship (r = .29) was weak. Stepwise multiple 
regressions were carried out in order to obtain the multiple 
correlation coefficient (R). This coefficient served as an 
index of the degree to which BI can be predicted from the 
simultaneous consideration of the two direct measures of Ab 
and SN. The multiple correlation coefficient (R) for both 
behavioral categories, health assessment and health 
teaching, indicated that while both correlations were 
statistically significant (health assessment: R = .44, F 
21.22, df 
29.95, df 
1, p < .05; health teaching: R = .65, F 
2, p < .05), the coefficient for health 
teaching was stronger. 
In order to standardize the variables, a beta weight 
for each of the predictor variables (Ab and SN) was 
obtained. This standardized regression coefficient 
indicated the independent contribution of each variable in 
the prediction of the criterion variable, behavioral 
intention to carry out health assessment and health teaching 
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Table 5 
Regression of Behavioral Intention on Attitudes and 
Normative Beliefs 
Predictor correlation Beta 
variable with Behavioral Weight R2 F df 
Intention 
HEALTH 
ASSESSMENT : 
Attitude . 44 * . 44 * 
.20 21.22* 1 
Subjective .29 * 
Norm 
HEALTH 
TEACHING : 
Attitude . 57 * . 44 * 
. 43 29.95* 2 
Subjective . 51 * .34 * 
Norm 
* p < .0005 
(BIHA and BIHT). 
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In health teaching, the weights were both 
moderate and statistically significant (p < .005; 
attitudinal beta coefficient= . 44, subjective norm= .34). 
While the attitudinal component entered the equation first, 
both variables accounted for effects. The coefficient of 
determination (R2) explained 43 % of the variance in this 
model. In health assessment, however, only the attitudinal 
variable entered the equation with a statistically 
significant beta coefficient of .44 (p < .05). Subjectiv e 
norm, the other predictor variable, did not enter the 
equation and did not explain any of the variance. 
Coefficient of determination (R2 ) explained 20 % of the 
variance in this behavior. 
Both the attitudinal component (Ab) and the subjective 
norm (SN) have two immediate determinants . The attitudinal 
component, which refers to an individual's attitude about 
performing the behavior of interest, is obtained from the 
individual's salient beliefs that performing the behavior 
will lead to a certain outcome (b) and the individual's 
evaluation of that outcome (e). Likewise, the subjective 
norm (SN) is a function of two components: the beliefs held 
by the individual that important others think the individual 
should or should not perform the behavior (NB) and the 
individual's motivation to comply with important others 
(Mc). correlations between all components are shown in Table 
6. In both behavioral categories, all but one of the 
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:orrelation coefficients were in the moderate range and 
:tatistically significant (p < .005). The correlation 
>etween subjective norm and motivation to comply in health 
tssessment was weak (r = .05) and non-significant. 
Further analyses of the attitudinal component (Ab) and 
:he subjective norm (SN) were carried out through stepwise 
nultiple regression of each component and its two 
ieterminants. Table 7 presents the results of the 
Jrocedure, regressing the criterion variable, attitude, on 
the two predictor variables, belief and evaluation, in both 
behavioral categories, health assessment and health 
teaching. In health assessment, the beliefs variable was 
statistically significant (p < .005), with a beta weight of 
.44, multiple correlation coefficient of .44, and 20% of the 
variance explained. In the health teaching category, both 
variables entered the equation, with beliefs entering first. 
Both beta weights (beliefs= .31, evaluation= .29) were 
statistically significant. The multiple correlation 
coefficient was .52 and statistically significant 
(p < .005). Twenty-eight percent of the variance was 
explained in this model. 
The results of the regression of the criterion 
variable, subjective norm, on its two determinants, 
normative beliefs and motivation to comply, are displayed in 
Table 8. In the health assessment category, motivation to 
comply did not enter the equation. The beta weight for 
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able 6 
'.orrelations between Attitude and Subjective Norm and their 
~jor Determinants 
variable Correlation Coefficient 
b e NB 
HEALTH 
ASSESSMENT: 
Ab 
SN 
HEALTH 
TEACHING: 
Ab 
SN 
Note. 
Ab 
SN 
b 
e 
NB 
Mc 
ns 
.44* .34* 
.47* .45* 
Attitudinal component 
Subjective norm 
beliefs about behavior 
.46* 
.39* 
evaluation of outcome of behavior 
normative beliefs 
Motivation to comply 
not significant 
* p < .0005 
Mc 
.05 
(ns) 
.30* 
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Table 7 
Regression of Attitudinal Component (Ab) on Beliefs {bl and 
Evaluations (el in both Behavioral Categories 
Predictor Corre- Beta 
variables lat ion Weight 
with Ab 
HEALTH 
ASSESSMENT: 
b 
e 
HEALTH 
TEACHING: 
b 
e 
Note. 
.44 ** .44** 
.34 ** 
.47 ** .31* 
.45 ** .29* 
Attitudinal component 
Subjective norm . 
R2 F df 
.20 20.32** 1 
.28 15.69** 2 
Ab 
SN 
b 
e 
NB 
beliefs about behavior 
evaluation of outcome of behavior 
normative beliefs 
Mc Motivation to comply 
* p < .05 
** p < .0005 
113 
subjective norm in that category was . 47 and statistically 
significant (p < .05). The multiple correlation coefficient 
was also .47 and statistically significant (p < .005) . 
Variance explained (R2 ) for this model was 22 %. As in 
health assessment, the motivation to comply variable did not 
enter the equation in the health teaching model. The 
normative belief variable accounted for 15 % of the variance 
with a beta weight of .39, statistically significant at 
p < .005, multiple R = .39 (p < .005) . 
Results of Partial Correlations 
The theoretical model states that certain components of 
the model mediate the effects of other components. The 
relationship between behavior (BEH) and the two components, 
attitudinal (Ab) and subjective norm (N), is mediated by 
behavioral intention (BI). The relationship between 
behavioral intention (BI) and attitudinal beliefs and 
evaluations about the outcome of the behavior (be) is 
mediated by the attitudinal component (Ab). The subjective 
norm (SN) mediates the relationship between behav ioral 
intention (BI) and the normative beliefs and motivation to 
comply (NBMC). In order to test these assumptions, 
correlations and partial correlations were carried out among 
selected model components, holding constant the components 
that usually serve as mediators. The results of the analyses 
are presented in Table 9. In the health assessment 
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Table 8 
Regression of Subjective Norm (SN) on Normative Beliefs (NB) 
and Motivation to Comply (Mc) in Both Behavioral Categories 
Predictor Corre-
Variables lat ion 
with SN 
HEALTH 
ASSESSMENT: 
NB .46 ** 
Mc .05 ns 
HEALTH 
TEACHING: 
NB .39 ** 
Mc .31 ** 
* p < .05 
** p < .0005 
Beta R2 F df 
Weight 
.47* 
.22 22.89** 1 
.39** 
.15 14.46** 1 
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category, two relationships were weak and non-significant, 
SN and BEH (r .16), and, NBMc and BI (r = .05) while the 
relationship Ab and BEH was weak and statistically 
significant (r = .22, p < .05). The relationship between Be 
and BI was strong (r = .72) and statistically significant 
(p < .005). When the mediational variable was partialled 
out in this category, all but one partial correlation 
significantly reduced in number, with three of the four 
changing to a negative number. Only the relationship 
between Be and BI, with Ab partialled out, reduced but 
remained strong (rp = .68) and statistically significant 
(p < . 005) . In the category health teaching, three 
relationships were weak, one was strong, and three of the 
four were statistically significant. The strong 
relationship was between Be and BI (r .70, p < .005). The 
weak relationships were: Ab and BEH (r = .30, non-
significant), SN and BEH (r = .35, p < .005), and NBMc and 
BI (r = .22, p < .05). As in the health assessment 
category, all partial correlations reduced in size after the 
mediation variable was partialled out. Three relationships 
became very weak, and, another, Be and BI, remained 
statistically significant (p < .005). The assumptions of 
the theory regarding the mediational role of some components 
was supported by the partial correlations. 
Table 9 
Correlations and Partial Correlations among 
Model ComQonents 
Model simple df Variables 
components Corre-
lat ion 
HEALTH 
ASSESSMENT : 
Ab - BEH .2 2 * 83 BI 
SN - BEH . 16 ns 8 9 BI 
Be - BI .72 ** 92 Ab 
NB Mc - BI .05 ns 84 SN 
HEALTH 
TEACHING : 
Ab - BEH .30 8 2 BI 
SN - BEH .3 5 ** 87 BI 
Be - BI .70 ** 92 Ab 
NBMc- BI .22 84 SN 
Note. 
Ab 
SN 
b 
e 
NB 
Attitudinal component 
Subjective norm 
beliefs about behavior 
evaluation of outcome of behavior 
normative beliefs 
Mc Motivation to comply 
* p < . 05 
** p < . 0005 
116 
Selected 
rP df 
- . 04 80 
- . 01 8 6 
.68* 84 
.01 81 
-.06 79 
.06 84 
.54 ** 83 
. 09 79 
Relationship between the Direct 
and Estimate Measure 
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As recommended by the authors of the theory (Fishbein & 
Ajzen, 1975), it is important to describe the relationship 
between the direct measure of a component and an estimate of 
the same component. In this investigation, questions were 
asked that led to the calculation of both the direct and 
estimate measure. A direct measure of attitudinal beliefs 
about health assessment (AbHA) was obtained by summing the 
four scores under section B of the instrument. The estimate 
of AbHA was obtained by multiplying the score of each 
behavioral belief (b) times the score of each outcome 
evaluation (e) and summing the products. Table 10 presents 
the results of the analysis of the relationship between the 
direct and estimate of Ab and SN for the two behavioral 
categories. In both categories, the correlation between the 
estimate and direct measure of attitudinal component are 
stronger than the correlation between the estimate and 
direct measure of subjective norm. Correlation coefficients 
for attitudinal beliefs for both categories were: health 
assessment, r = .45, and health teaching, r = .5 3 . Both 
coefficients were statistically significant at P < .005. 
Correlation coefficients for subjective norm in health 
assessment were r = .27 (p < .05), and in health teaching, 
r = • 36 (p < . 005). 
Table 10 
Correlation between Estimate and Direct Measure of 
Attitude (Ab) and Subjective Norm (SN) Components in 
both Behavioral Categories 
Estimate 
HEALTH 
ASSESSMENT : 
Est AB 
Est SN 
HEALTH 
TEACHING: 
Est AB 
Est SN 
Note . 
Ab 
SN 
EstAb 
Est SN 
< .05 
Direct Measures 
Ab SN 
.45 ** 
. 27 * 
. 53 ** 
.36 ** 
Attitudinal component 
Subjective norm 
Estimate of attitudinal component 
Estimate of subjective norm 
* p 
** p < .0005 
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Categories of Subjects: Intenders and Performers 
The underlying attitudinal and normative beliefs an 
individual holds at any given time are the basic 
determinants of the attitudinal and subjective norm 
components, and, through these two components acting as 
mediators, the behavioral intention. As recommended by the 
theorists, it is possible to divide members of the sample 
into two categories: those who intend to perform a behavior 
and those who do not intend to perform the same behavior. 
Likewise, it is possible to separate the sample into two 
groups regarding behavior, those who perform the behavior 
and the non-performers who do not perform the behavior. 
After separation of the sample into the two categories, an 
analysis of the underlying beliefs of both groups should be 
helpful in understanding the differences between the groups 
The separation into groups was based upon the scores 
for the intention and the behavior components. Scores on 
section A of the instrument determine behavioral intention. 
A behavioral intention score greater than zero classified 
the subject as an intender. A score of less than or equal 
to zero meant the subject was placed into the category of 
non-intender. Respondents with a behavior score of greater 
than 32 on section Hin the questionnaire were labeled as 
performers. A score of less than or equal to 32 classified 
the subject as a as non-performer . 
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In both behavioral categories, the number of non-
intenders was minimal (health assessment only 1 GNP, health 
teaching did not have any non-intenders). The same held true 
for performers and non-performers. There were only three 
non-performers in health assessment category and only one 
non-performer in the category of health teaching. 
Analysis of Responses 
An analysis of the frequency and percent of responses 
in each of the individual questions in the other six 
components (attitudinal, subjective norm, beliefs, outcome 
evaluations, normative beliefs and motivation to comply) was 
carried out. A criterion was set (70% of the responses) to 
determine if there was a consistent pattern of answers among 
the respondents. All components in both categories, except 
motivation to comply, showed a similar response rate. 
Seventy percent of the respondents selected the three 
highest numbers on the semantic differential scale (+1, +2 
or +3 in the scales scored -3 to +3; and +5, +6, +7 in the 
scale scored +1 to +7). One question in both categories, 
regarding the disadvantage of the behavior being time 
consuming, required the addition of the neutral (zero) group 
of the scale in order to reach the 70% criteria. 
The one component in both categories that showed a 
different response rate from other categories was the 
motivation to comply category. There were four questions in 
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this category, asking the respondent how much she/he wanted 
to do what important individuals in their organization think 
she/he should do. The four important individuals identified 
in the preliminary survey were administrator, physicians, 
other nurse practitioners, and client's family members 
and/or supporters. The four questions in each category 
produced a range from 20% to 35% of the responses in the +1 
and +2 (extremely or quite, not at all) category. 
Estimation of Reliability and Validity 
Ten days after receipt of the first 30 completed GNP-
HPB questionnaires, a second instrument and letter 
requesting assistance in establishing reliability of the 
instrument (Appendix K) were mailed to the respondents. 
Seventeen (57%) of the second instruments were received and 
included in the analyses. Through the test-retest method, an 
estimation of reliability was carried out by comparisons of 
scores on both tests and computation of a reliability 
coefficient for stability. This coefficient reflected the 
magnitude and direction between the two sets of scores. The 
usual, acceptable range is .60 to .90 or higher. Table 11 
shows the results of the test-retest coefficients for major 
components of the theory in both behavioral categories. 
Fourteen of the 16 coefficients (8 in each behavioral 
category) were found to be statistically significant at 
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Table 11 
Test-Retest Correlations of Major Components of Geriatric 
Nurse Practitioner's Health Promotive Behavior Questionnaire 
component Number of 
Cases 
HEALTH 
ASSESSMENT: 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
HEALTH 
TEACHING: 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
Note. 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
ns 
* p < .05 
17 
16 
17 
16 
15 
15 
15 
16 
17 
15 
16 
16 
15 
15 
15 
16 
Behavioral intention 
Attitudinal component 
Subjective norm . 
beliefs about behavior 
evaluation of outcome of 
Normative beliefs 
Motivation to comply 
Behavior 
not significant 
Correlation 
Coefficient 
.77 
* 
.64 
* 
.55 
* 
.76 
* 
.80 
* 
.89 * 
-.24 ns 
.85 
* 
.85 * 
.75 
* 
.77 
* 
.85 
* 
.66 * 
.69 * 
.13 ns 
.88 
* 
behavior 
p < .05. 
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Strong coefficients (r >.70) were found in paired 
items in ten components. Moderate (r = .50 to .70) 
coefficients were exhibited by four components, while only 
two components, motivation to comply in the health 
assessment and health teaching category, showed weak, non-
significant correlations. 
A second method of testing for reliability was the 
determination of the coefficient of internal consistency, or 
homogeneity. The coefficients for internal consistency, 
shown in Table 12, are the coefficient alpha (Cronbach's 
alpha). With this coefficient, reliability represents the 
extent to which individual items in a given scale are 
intercorrelated -- the greater the correlation, the higher 
the degree of reliability for that scale. Twelve of the 16 
alpha coefficients were strong (.70 or higher), two were 
moderate (.50 to .70), and two sections did not have a alpha 
coefficient calculated because there was only one question 
in each section. 
Factor Analysis 
Lastly, in order to determine construct validity 
of the instrument, a principal-components factor analysis 
with varimax rotation was carried out on the four major 
determinants of behavioral intention (beliefs, evaluation, 
normative beliefs, and motivation to comply) in both 
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Table 12 
Coefficient Alpha for Major Components of the 
GNP-HPB Questionnaire 
component 
HEALTH 
ASSESSMENT 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
HEALTH 
TEACHING 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
Note. 
BI 
Ab 
SN 
b 
e 
NB 
Mc 
BEH 
Number of items 
per component 
8 
4 
1 
9 
9 
4 
4 
8 
standardized Item 
Alpha 
.735 
.793 
not processed 
.802 
. 774 
.640 
.877 
.909 
11 .869 
4 . 857 
1 not processed 
14 . 868 
14 .877 
4 . 642 
4 • 956 
11 .943 
Behavioral intention 
Attitudinal component 
Subjective norm 
beliefs about behavior 
evaluation of outcome of behavior 
Normative beliefs 
Motivation to comply 
Behavior 
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behavioral categories, health assessment and health 
teaching. The commonly cited criterion of .30 as the 
minimum acceptable factor loading was selected for use in 
the analysis (Nunnally, 1978) as was the Kaiser's criterion 
that uses all unrotated factors with eigenvalues greater 
than 1.00 for subsequent rotation. Table 13 illustrates the 
factor pattern and factor loadings for the 26 questions in 
Health Assessment. The factors' eigenvalues and percent of 
variance for the behavioral category are shown in Table 14. 
The belief questions loaded primarily on Factor 1 and 3, the 
evaluation questions on Factor 3 and 4, the normative belief 
questions on Factor 5, and the motivation to comply 
questions on Factor 2. Some questions cross-loaded on more 
than one factor. Factor 6 and 7 have a limited number of 
mixed belief, evaluation, and normative beliefs loaded on 
them. Sevety-two percent of the variance was explained in 
health assessment. 
Tables 15 and 16 show the results of the factor 
analysis for the behavioral category of health teaching. 
The 36 questions in this category loaded on 10 factors, 
explaining 72.8% of variance. Beliefs loaded primarily on 
Factors 3 and 4, evaluations loaded on Factors 1 and 5, 
normative beliefs on Factor 6, and motivation to comply on 
Factor 2. In this analysis also, Factors 7 through 10 have 
a limited number of questions from all four determinants, 
with some cross-loading on more than one factor. 
Table 13 
Factor Loadings and Factor Structure of GNP-HPB Questions Regarding Intention in 
Health Assessment (Beliefs, Evaluation, Normative Beliefs, and Motivation to Comply 
ROTATED FACTOR PATTERN* 
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I ITEM F 1 F 2 F 3 F 4 F 5 F 6 F 7 hj 2 I 
belief/assessment 
belief/knowledge base 
belief/rapport 
belief/strengths/limitations 
belief/develop plan of care 
belief/meet supporters 
belief/cost effective 
belief/time consuming 
belief/no disadvantages 
eval/assessment 
eval/knowledge base 
eval/rapport 
eval/strengths/limitations 
eval/develop care plan 
eval/meet supporters 
eval/cost effective 
.8 1 
.90 
.71 
.87 
.6 7 
.39 
.64 
. 34 
.53 
.54 
.57 
.66 
.84 
.86 
.82 
.80 
.79 
.84 
.50 
.47 
• 32 
.68 
.76 
.82 
. 64 
. 83 
.80 
.55 
.56 
.55 
.71 
.77 
.81 
.73 
.73 
.79 
.85 
.71 
Table 13 
(Continued) 
eval/time consuming 
eval/no disadvantages 
NB/administrator 
NB/physician 
NB/other NPs 
NB/family members 
Mc/administrator 
Mc/physician 
Mc/other NPs 
Mc/family members 
Note. 
F 1 
. 33 
F 2 F 3 F 4 
.82 
. 88 
.91 
.80 
* High Factor Loadings (minimal acceptance factor 
loading = .30 
F 5 
.79 
.84 
.66 
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F 6 F 7 hj2 
.31 .34 
. 83 .74 
.66 
.74 
.36 .67 
.79 .73 
.78 
.83 
.84 
• 77 
Factors are: 1. opportunities (b); 2. compliance; 3. effects for GNP (b & e); 4. 
effects for client (b & e); 5. professional (NB); 6. disadvantages (b & e); 7. mixed 
other (b, e, & NB). 
Table 14 
Variance Explained by Seven Factors on Behavioral Intention in Health Assessment 
Factor 
1. Opportunities (b) 
2. Compliance 
3. Effects for GNP 
(b, e) 
4. Effects for Client 
(e) 
5. Professional (NB) 
6. Disadvantages (b, e) 
7. Mixed other (b, e, 
NB) 
Note. 
b 
e 
NB 
beliefs 
evaluation 
normative beliefs 
Eigenvalue Percent of Cumulative 
Variance Percentage 
5.47 21. 0 21. 0 
3.62 13.9 34.9 
2.99 11. 5 46.4 
2.15 8.3 54.7 
1. 63 6.3 61. 0 
1. 48 5.7 66.7 
1. 36 5.2 72.0 
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Table 15 
Factor Loadings and Factor Structure of GNP-HPB Questions Regarding Intention in Health 
Teaching (Beliefs, Evaluation, Normative Beliefs, and Motivation to Comply 
ROTATED FACTOR PATTERN* I Item F 1 F 2 F 3 F 4 F 5 F 6 F 7 F 8 F 9 F 10 hj 2~~~] 
belief/self-care 
belief/understanding 
belief/learning 
belief/problem 
solving 
belief/new info 
belief/quality 
belief/self-esteem 
belief/include pt . 
belief/rapport 
belief/team work 
belief/facilitator 
belief/rewards GNP 
belief/time consuming 
belief/no disdv. 
eval/self-care 
. 3 8 
.49 
. 4 1 
.81 
.73 
.76 
.62 
.37 
. 3 1 
.40 
. 3 2 
. 62 
.38 
.31 
.82 
.7 3 
. 81 
.45 
. 3 1 
• 3 3 
.58 
.45 
. 6 7 
.33 
. 7 5 
.64 
. 57 
.82 
.76 
.69 
.76 
.53 
.79 
.73 
.75 
.74 
.80 
.71 
. 73 
. 55 
. 57 
.73 
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Table 15 (Continued) I ITEM F 1 F 2 F 3 F 4 F 5 F 6 F 7 F 8 F 9 F 10 hj 2 ·~ ~J 
eval/understanding .85 
eval/learning .45 
eval/problem solv. .71 
eval/new info .70 
eval/quality .36 
eval/self-esteem 
eval/include pt. 
eval/rapport 
eval/team work 
eval/facilitator 
eval/rewards GNP 
eval/time consuming 
eval/no disadv. 
NB/administrator 
NB/physician 
NB/other NPs 
NB/client's family 
MC/administrator 
.59 
.55 
.47 
. 32 
.36 
.30 
.51 
.87 
.37 
.85 
.74 
. 3 3 
.55 
• 3 3 
.88 
.63 
.57 
.77 
.40 
.54 
.32 
.82 
.60 
.71 
.73 
. 56 
.82 
.66 
.80 
.80 
.3 0 .64 
.34 . 59 
.82 .73 
.36 .69 
.61 
.47 .38 .78 
.68 
.68 .80 
.84 
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Table 15 (Continued) I ITEM F 1 F 2 F 3 F 4 F 5 F 6 F 7 F 8 F 9 ~ ~ ~1~ ~ ~j 2 ] 
MC/physician 
MC/other NPs 
MC/client's family 
Note. 
.87 
• 92 
.91 
* High Factor Loadings (minimal acceptance factor 
loading = .30 
.89 
.92 
.88 
Factors are: 1. Client outcome (e); 2. Compliance; 3. Client outcome (b); 4. GNP 
outcome (b); 5. General outcome (e); 6. All parties (NB); 7. Mixed (b, e); 8. Mixed 
(b, e, NB); 9. Mixed (b, NB); 10. Mixed (e, NB). 
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Table 16 
Variance Explained by Ten Factors on Behavioral Intention in Health Teaching 
Factor Eigenvalue Percent of Cumulative 
Variance Percentage 
1. Client outcome ( e) 9.20 25.6 25.6 
2. Compliance 4.06 11. 3 36.8 
3. Client outcome (b) 3.09 8.6 45. 4 
4. GNP outcome ( b) 1. 88 5.2 50.7 
5. General outcome (e) 1. 67 4.6 55.3 
6. All parties (NB) 1. 42 4.0 59.3 
7. Mixed (b, e) 1. 34 3.7 63.0 
8. Mixed (b, e, NB) 1. 30 3.6 66.6 
9. Mixed (b, NB) 1.19 3.3 69.9 
10.Mixed (e, NB) 1. 04 2.9 72.8 
Note. 
b = beliefs 
e = evaluation 
NB = normative beliefs 
Chapter 5 
CONCLUSIONS AND RECOMMENDATIONS 
The purpose of this investigation was to develop an 
instrument that would test the theory of reasoned action 
(Fishbein & Ajzen, 1975) in a new behavioral domain -- the 
health promotive behaviors of geriatric nurse practitioners 
(GNP). The study has demonstrated that it is both practical 
and feasible to develop an instrument based upon the 
theoretical model and that this instrument can be used to 
measure the geriatric nurse practitioner's intent to carry 
out health promotive behaviors. The purpose of this chapter 
is to present the conclusions and interpretations of the 
results, the implications for nursing, and to offer 
recommendations for other related research. 
Conclusions and Implications 
The theory of reasoned action is partially supported in 
this investigation . In both behavioral categories, health 
assessment and health teaching, the geriatric nurse 
practitioner's intention to perform the behavior is the 
determinant of the behavior, and intention mediates the two 
determinants, attitudinal beliefs and subjective norm . In 
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the health teaching category, both the attitudinal and 
subjective norm serve as determinants of intention. In the 
health assessment category, the attitudinal component serves 
as the determinant of intention. 
The geriatric nurse practitioner's personal beliefs and 
evaluation of the outcome of the behavior serve as the 
determinants of the attitudinal component in health 
teaching, with personal beliefs being the stronger of the 
two components. In health assessment, the belief component 
functions as the determinant of attitude toward the 
behavior. 
In both behavioral categories, a relationship exists 
between the subjective norm and its two determinants, 
normative beliefs and motivation to comply with important 
others in the organization. The normative belief component 
functions as the only determinant of the subjective norm in 
both health teaching and health assessment. The motivation 
to comply with important others in the organization does not 
function as a determinant. 
The results suggest that the GNPs perceive less social 
pressure from the beliefs of important others in carrying 
out health assessment and more social pressure from the 
beliefs of important others in carrying out health teaching. 
Perceiving less social pressure from the beliefs of 
important others corresponds with an almost e xclusive 
reliance upon strong personal beliefs in carrying out health 
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assessment versus a reliance upon both personal beliefs and 
evaluation of outcome in carrying out health teaching. 
However, the fact that personal beliefs remain the stronger 
attitudinal component in carrying out health teaching 
indicates that the GNPs in this investigation either 
perceive or have established for themselves a greater degree 
of professional autonomy in areas of health assessment than 
in health teaching. 
Since, empirically, health assessment has been 
perceived as a more critical clinical action in the health 
care of the elderly than has health teaching, it is logical 
that the nurse practitioners, being influenced by the 
educational and health care system, exhibit a development of 
strong personal beliefs about health assessment in their 
behavioral reliance upon those beliefs. In light of the 
finding that the GNPs personal factor (attitude toward the 
behavior) is more significant as a predictor of intention 
than are the GNPs perceived social pressures (their 
perceived normative beliefs and motivation to comply with 
important others in the organization), it appears that the 
development of strong personal beliefs supports the 
development of autonomy in professional responisibility and 
assertiveness in professional behavior -- both of which the 
relatively new nurse practitioner role, as an advanced 
practice role, allows and requires. 
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The prominence of personal beliefs as an attitutional 
component of behavioral intention and the strength of this 
attitudinal component in determining behavioral intention 
can also be interpreted as signifying a perceived conflict 
between the behavior for which the GNP has developed strong 
beliefs and either the evaluation of the outcome of that 
behavior or the effectiveness of current means of evaluating 
the behavior. It may also reflect a conflict between what 
the GNP knows or, through clinical knowledge and skill, 
determines will be most helpful for the client and what the 
GNP is actually able to accomplish for the client in the 
work setting. Further exploration of the personal beliefs 
and evaluation of the GNP in this area needs to be carried 
out in order to make more specific distinctions between 
personal beliefs, evaluation of outcome, and the development 
of autonomous professional behavior in the advanced practice 
role. 
The investigation reveals that a sample that is very 
homogenous in personal and social beliefs. This may be a 
result of a socialization process that occurs during nursing 
education or a by product of the subjects' role as nurse 
practitioners. The geriatric nurse practitioners in the 
sample demonstrate strong personal beliefs in the advantages 
of carrying out health assessment and health teaching with 
their clients. They evaluate the outcomes of the behaviors 
as positive and carry out the behaviors in their clinical 
137 
practice. They perceive that important others in the 
organization think that the GNP should carry out health 
assessment and health teaching. The shared beliefs of the 
geriatric nurse practitioners is important in its 
implications for health policy. Documenting the number of 
nurse practitioners who share similar beliefs, intentions, 
and health promotive behaviors has the potential to 
influence the degree of cooperation and organization among 
GNPs who are interested in affecting practice regulations 
and reimbursement for nurse practitioners . 
Geriatric Nurse Practitioner's Health 
Promotive Behavior (GNP-HPB) Instrument 
A 110-item instrument was developed according to the 
guidelines offered by Ajzen and Fishbein (1980). In 
essence, there were two different questionnaires within the 
same instrument -- one which tested the theory for intention 
to carry out health assessment and another which tested the 
theory for intention to carry out health teaching. Each of 
the two behavioral categories contained eight sections, one 
for each of the major components of the theory (beliefs, 
evaluation of the outcome, attitudinal component, normative 
beliefs, motivation to comply, subjective norm, behavioral 
intention, and behavior). 
The instrument and a general information data sheet 
were sent to 200 certified GNPs. Names were randomly 
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selected from a total of 1,197 names obtained from the 
American Nurses Association's 1989 list of certified GNPs. 
Ninety-four (47%) returns were usable and included in the 
data analysis. 
Estimation of Reliability and Validity 
As a new instrument, the GNP-HPB sufficiently passes 
tests for estimation of validity and reliability. The 
instrument has been subjected to face and content validity 
reviews, and congruence exists between the construct and 
questions asked on the instrument. 
The index of actions in each behavioral category was 
established through a previous study. According to the 
theorists' recommendations, an elicitation process of modal 
salient beliefs was carried out with a preliminary sample of 
20 certified GNPs. Because of the elicitation process, it 
was not feasible to have experts in nursing or health 
promotion evaluate or offer suggestions for revisions to the 
instrument. Any suggestions for revision of the actions or 
beliefs in the instrument would alter the process by which 
they had been obtained . 
A convenience sample of graduate GNP students reviewed 
the instrument for face validity and an estimation of the 
time required to complete it. Based upon the students' 
comments, no revisions were required. Validity was enhanced 
by the two experts who consented to review the instrument. 
One expert was the theorist himself, Dr. Martin Fishbein, 
and the other expert was Dr. Robert Brubaker, who has 
numerous publications reporting tests of the theory in 
health related activities. Only minor revisions were 
required after their review. 
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The estimation of reliability was successfully carried 
out through the test-retest method for stability and the 
Cronbach alpha for internal consistency. Only the 
correlation coefficient for motivation to comply changed to 
a negative value. Subjects may have answered questions 
differently based upon familiarity with the instrument or 
different interpretation of the questions. Alpha 
coefficients and correlation coefficients were sufficiently 
high to warrant reuse of the instrument . 
The factor analysis for construct validity should be 
replicated in future studies using this instrument, 
primarily because this was the initial use of the 
instrument. While each of the major determinants of 
behavioral intention in both health assessment and health 
teaching loaded predominately on one or two factors, there 
were other questions which cross-loaded on two or more 
factors. A forced four-factor solution might provide a 
better solution in the future. 
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Nursing Administration, Nursing Education, and 
Clinical Practice of Geriatric Nurse Practitioners 
This study has additional implications for geriatric 
nurse practitioners of the future. Less than 5% of the 94 
members of the sample practice in any type of independent 
practice. Only four GNPs are engaged in private practice or 
working in a nursing center. Financial reimbursement for 
the role of nurse practitioners is just beginning in this 
country. With increasing numbers of elderly and increasing 
numbers of nurse practitioners, the future holds the 
potential for more health care settings that are 
administered by nurses, in which nurse practitioners see the 
clients and are reimbursed for their services. 
Interesting to note, legislature has been passed to 
provide reimbursement for nurse practitioners in rural areas 
of the country. Yet, only a small percent (12 %) of the 
sample practice in rural areas. Perhaps the nation needs to 
provide more or better incentives to encourage nurse 
practitioners to provide care to rural elderly. 
There is a large group of geriatric nurse practitioners 
in this study who are "stayers" and "doers". As GNPs, they 
continue to provide service to the members of the older 
population and tend to stay in a health care setting for a 
substantial period of time. This can be extremely 
beneficial since it appears that some health care providers 
do not provide health promotive behaviors to older clients. 
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Nevertheless, included in the sample are a number of the 
original 200 members who have left nursing or are not 
functioning as nurse practitioners. As with other areas of 
nursing, methods are needed to identify and retain those 
nurses who are educted with special skills, to assess 
reasons for the losses and to provide incentives to prevent 
or at least decrease the numbers who leave. 
The investigation demonstrates a need for nurse 
educators to assess the adequacy of theoretical content 
within nurse practitioner programs. Particularly important 
is whether the amount of time the geriatric nurse 
practitioner student spends in learning about health 
promotive behaviors in their educational process is 
sufficient. Thirty-eight percent of the sample had less 
than 10 hours of instruction in health promotion. 
During the educational process, the student's intention 
to perform a behavior may be more significantly influenced 
by the subjective norm than by the student's personal 
beliefs. Faculty members may exhibit a positive influence 
on the student's salient beliefs about health promotive 
behavior through role-modeling beliefs about health 
assessment and health teaching. 
Recommendations for Other Related Research 
This investigation tested the original version of the 
theory of reasoned action (Fishbein & Ajzen, 1975) because 
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the theory had never been tested in the behavioral domain of 
geriatric nurse practitioner's health promotive behaviors. 
Future studies may benefit from a test of Ajzen's (1988) 
extension of the theory of reasoned action which includes 
the concept of "perceived control over behavior" as an 
additional variable to the other two variables, the attitude 
and subjective norm. In other studies, the inclusion of the 
third predictor variable has increased the proportion of 
variance accounted for in subject's intention to perform a 
behavior (Ajzen, 1988; Brubaker, R. G. & Wickersham, D., in 
press). 
The theory proposes somewhat of a hypothesized causal 
sequence among predictor variables -- that underlying belief 
structure influences attitude and subjective norm, which 
combine to influence intention, and, consequently, behavior. 
Future studies should incorporate analytical techniques, 
such as path analysis and linear structural equation models, 
to test these pathways. Additional techniques may also 
serve to better explain the predictor variables. For 
example, in both behavioral categories when behavioral 
intention was partialled out, the results were a very weak, 
negative correlation between both attitude and subjective 
norm with behavior, perhaps indicating some homoscedastic 
relations or linear combination of other variables 
(Nunnally, 1978). Again, this study adhered to the 
guidelines of the original theory since this was an 
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exploratory, descriptive investigation into a new realm of 
research. With increased studies in this domain, it would 
be advisable to include causal modeling. 
Lastly, but most importantly, are the implications and 
recommendations derived from this study for the profession 
of nursing and the role of the geriatric nurse practitioner. 
As stated previously, the forces impinging upon the health 
care of the 21st century include an ever growing number of 
older persons. This study has begun the work of documenting 
and describing the role of a geriatric nurse practitioner 
who is active in the care of the elderly, who exhibits 
positive beliefs about health promotive behaviors with the 
older age group, and who is motivated to act in accordance 
with personal beliefs. Geriatric nurse practitioners are 
contributing to the health assessment and health teaching of 
older aged clients in various health care systems. 
For these and many more reasons, the health promotive 
behaviors of GNPs need to continue to be studied. The 
theory of reasoned action, along with the extension of the 
theory, has shown to be a useful theoretical model for 
future studies. The instrument should be tested with larger 
samples of GNPs, with representative samples of different 
employing agencies, both private and public, with follow-up 
prospective studies linking intention to future behavior, 
and with other nurse practitioners who care for adults. 
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There are implications for changing or reinforcing behavior, 
in both clinical practice and educational preparation of 
future GNPs once additional data is collected about the 
underlying belief structure of the sample. 
The development of the theory in this domain is in its 
infancy. There is much work ahead in order to further 
define the constructs and to develop the relationships 
between and among the constructs. It is a viable and 
stimulating area of growth for future research. It is 
imperative for administrators to hire clinicians who have a 
positive impact on the elderly client's health, and 
reinforce the GNP's autonomous and assertive behavior as 
demonstrated in this investigation. Maximum use of 
geriatric nurse practitioners will result in increased 
health promotive activities and increased functional 
independence of the elderly client which will result in 
increased quality of life for the client. These factors, in 
turn, will reduce the cost of future health care and 
favorably impact the entire health care system. 
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INDEX OF HEALTH PROMOTIVE BEHAVIORS 
HEALTH ASSESSMENT 
1. Identify personal information about person: life 
style, activities, personal habits, risk factors, goals, 
philosophy about life, health and illness. 
2. Ask person to describe a typical day in his/her life. 
3. Identify support systems. 
4. On initial visit, do a general assessment. On 
subsequent visits, monitor other identified problems or 
needs with more time allotted. 
5. Assess other problems and needs: mental status, other 
medical problems, pharmacological problems, polypharmacy. 
6. Identify other factors which interfere with 
feeling good about themselves. 
HEALTH TEACHING 
person 
1. Anticipatory guidance - identify patterns of behavior 
early that could be potential problem in future. 
2. After collecting data, teach person what can be done 
to prevent problems. 
3. Teach person the need for health promotion. 
4. Make individualized plan for each person. 
5. Relate health problems to each other and to health 
status (e.g. bronchitis to stress incontinence) 
6. Check for understanding of health regimes. 
7. Offer options about care so client can make more 
informed choice. 
8. Provide literature as needed. 
9. Talk with client about referral groups (e.g. AA). 
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December 26, 1989 
Dear Geriatric Nurse Practitioner: 
As a doctoral candidate in Nursing at Virginia Commonwealth 
University/Medical College of Virginia in Richmond VA I am 
developing an instrument for my dissertation which I'~ sure 
will be of interest to you. The instrument will measure the 
Health Promotive Behaviors of the Geriatric Nurse Practitioner 
in Primary Health Care. While I am testing Fishbein's Theory 
of Reasoned Action, I am also attempting to develop nursing 
theory related to the GNPs role. 
As I'm sure you are aware, there are many factors which impact 
the delivery of health care to senior citizens - the number of 
persons over age 65, the cost of health care, the emphasis on 
preventive care, etc. And who is better prepared to assist 
clients with their Health Promotion than Geriatric Nurse 
Practitioners? But do GNPs carry out health promotion in 
primary care? What do they believe about Health Promotive 
Behaviors? What other professionals in the organizational 
setting facilitate the GNPs Health Promotive Behaviors? An 
index of the two health promotive behaviors being tested is 
included with this letter. 
I sincerely hope you will take part in the development of the 
instrument by completing the attached preliminary 
questionnaire and the General Information Data Sheet. In this 
way, you will have input to the development of the theory . 
The instruments are coded for purpose of sending reminders to 
non-respondents so I cannot assure you of anonymity. I do 
promise you the strictest confidentiality in r~gard to your 
identity and responses. Your return of the instrument is 
considered your consent to partici~a~e . . 
Thank you in advance for your part1c1pat1on. I know 
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everyone's schedule is busy, but I would appreciate receiving 
this information back as soon as possible. It will take 
approximately twenty minutes to complete. 
Sand L. Venegoni, R.N., M.N., A.N.P. 
Doctora Candidate in Nursing 
4613 Shoremeade Court 
Richmond, VA 23234-3543 
( 804) 271-4416 
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PRELIMINARY QUESTIONNAIRE 
Instructions: Please carefully read and complete each of the 
questions listed below. 
HEALTH ASSESSMENT 
1. WHAT IN YOUR OPINION ARE THE ADVANTAGES OF DOING A HEALTH 
ASSESSMENT ON YOUR CLIENTS? 
2. WHAT IN YOUR OPINION ARE THE DISADVANTAGES OF DOING A 
HEALTH ASSESSMENT ON YOUR CLIENTS? 
3. IS THERE ANYTHING ELSE YOU ASSOCIATE WITH DOING A HEALTH 
ASSESSMENT ON YOUR CLIENTS? 
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4. ARE THERE ANY GROUPS OR PEOPLE (BY POSITION) IN YOUR 
HEALTH CARE ORGANIZATION WHO WOULD APPROVE OF YOU CONDUCTING 
A HEALTH ASSESSMENT ON YOUR CLIENTS? 
5. ARE THERE ANY GROUPS OR PEOPLE (BY POSITION) IN YOUR 
HEALTH CARE ORGANIZATION WHO WOULD DISAPPROVE OF YOU 
CONDUCTING A HEALTH ASSESSMENT ON YOUR CLIENTS? 
6. ARE THERE ANY OTHER GROUPS OR PEOPLE WHO COME TO MIND WHEN 
YOU THINK ABOUT CONDUCTING A HEALTH ASSESSMENT ON YOUR 
CLIENTS? 
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HEALTH PROMOTIVE TEACHING ACTIVITIES 
7. WHAT IN YOUR OPINION ARE THE ADVANTAGES OF YOU CARRYING 
OUT HEALTH PROMOTIVE TEACHING ACTIVITIES WITH YOUR CLIENTS? 
8. WHAT IN YOUR OPINION ARE THE DISADVANTAGES OF YOU CARRYING 
OUT HEALTH PROMOTIVE TEACHING ACTIVITIES WITH ON YOUR CLIENTS? 
9. IS THERE ANYTHING ELSE YOU ASSOCIATE WITH YOU CARRYING OUT 
HEALTH PROMOTIVE TEACHING ACTIVITIES WITH YOUR CLIENTS? 
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10. ARE THERE ANY GROUPS OR PEOPLE (BY POSITION) IN YOUR 
HEALTH CARE ORGANIZATION WHO WOULD APPROVE OF YOU CARRYING OUT 
HEALTH PROMOTIVE TEACHING ACTIVITIES WITH YOUR CLIENTS? 
11. ARE THERE ANY GROUPS OR PEOPLE (BY POSITION) IN YOUR 
HEALTH CARE ORGANIZATION WHO WOULD DISAPPROVE OF YOU 
CONDUCTING HEALTH PROMOTIVE TEACHING ACTIVITIES WITH YOUR 
CLIENTS? 
12. ARE THERE ANY OTHER GROUPS OR PEOPLE WHO COME TO MIND WHEN 
YOU THINK ABOUT CONDUCTING HEALTH PROMOTIVE TEACHING 
ACTIVITIES WITH YOUR CLIENTS? 
13. YOUR GENDER: Female Male 
14. YOUR AGE: 
APPENDIX C 
LETTER TO DR. MARTIN FISHBEIN 
April 20, 1990 
Martin Fishbein, Ph . D. 
Department of Psychology 
University of Illinois 
608 East Daniel Street 
Champagne, IL 61820 
Dear Dr. Fishbein: 
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Thank you very much for consenting to be a member of my expert 
panel who are being asked to review the content and construct 
validity of the instrument in my dissertation. Since I am 
testing the theory of reasoned action in a new domain, I feel 
it is, indeed, an honor to have you personally review it. 
I have enclosed an abbreviated version of my proposal, which 
will explain how I derived the two behavioral categories 
included in the study, health teaching and health assessment. 
I have completed a preliminary survey which identified the 
modal salient beliefs and developed the instrument from that 
survey. 
At this same time, I would like to ask your permission to 
include Figure 1.1 Factors determining a person's behavior in 
my dissertation (Source: Ajzen, I. & Fishbein, M. (1980). 
Understanding attitudes and predicting social behavior. 
Englewood Cliffs, N.J.: Prentice-Hall, Inc., p. 8). 
Again, thank you very much for your time and assistance. I 
find your theory very logical, understandable and will 
hopefully be able to utilize it in my post-doctoral work. 
Gratefully, 
San L. Venegoni, R.N., M.N., A.N.P. 
Doctoral Candidate in Nursing 
VCU/MCV School of Nursing 
APPENDIX D 
LETTER TO DR. ROBERT G. BRUBAKER 
April 20, 1990 
Robert G. Brubaker, Ph.D. 
College of Social and Behavioral Sciences 
Department of Psychology 
Eastern Kentucky University 
102 Cammack Building 
Richmond, KY 40475-3108 
Dear Dr. Brubaker: 
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Thank you very much for consenting to be a member of my expert 
panel who are being asked to review the content and construct 
validity of the instrument in my dissertation. I also 
appreciate the copies of your articles which you sent. 
Between them and your dissertation, I have understood the 
theory of reasoned action much better. 
I have enclosed an abbreviated version of my proposal, which 
will explain how I derived the two behavioral categories 
included in the study, health teaching and health assessment. 
I have completed a preliminary survey which identified the 
modal salient beliefs and developed the instrument from that 
survey. 
Again, thank you very much for your time and assistance. I 
hope to be able to utilize the theory of reasoned action in my 
post-doctoral work as well as you have. 
Sandr ~. Venegon1, R.N., M.N., A.N.P. 
Doctoral Candidate in Nursing 
VCU/MCV School of Nursing 
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DEPhF:Tl"l[NT Ll:7 F-·SY CHOLCJGY 
UNIVERSITY OF ILLitJOE, 
6 03 E. Daniel Str~et 
Champa1.9n, JL {, 1820 
( 217) ::.:::3-2879 
Sa n dra L. Venegoni, R.N., M.N., A.N.P 
4613 Shoremead Court 
Richmond, VA 23234-3543 
Dear S ,,ndy : 
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Dcpanmcnt of Psychology 
April 30, 1990 
Sandra L. Venegoni 
4613 Shoremead c ourt 
Richmond, VA 232 24 
Dear Ms. v enegoni: 
EASTERN KENTUCKY UNIVERSITY 
Ric hmond. K entuck y 404 75.3 I OM 
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102 Ca mmack Ou ilding 
(60h ) 622 -I IOl 
I received the copy of the instrument you plan to use in you 
dissertation. It is not clear to me exactly how I am supposed to 
respond (e . g. how much detail, format of my response) . I can say that 
in terms of both content and construct validity, your instrument 
appears to be more than adequate . The methodology for developing the 
instrument follows the guidelines forth by Ajzen and Fishbein and used 
in numerous other studies related to the theory of reasoned action . 
All of the theoretical constructs are assessed and the modal salient 
outcome and normative beliefs appear to adequately sample the domain 
of beliefs . 
One practical suggestion I have so that you consider modifying the two 
section B's. I have found that a number o f people only respond to one 
of the four bipolar scales. You can eliminate this by repeating the 
question for e ac h r ating scale . 
If you would like me t o prov ide more e x tensiv e and/ or specific 
feedbac k , pleas e let me know. 
Good luck with your research. Please send me a copy of your results . 
Robert G. Brubaker , Ph.D. 
Associate Professor and 
Coordinator of Clinical Traini n g 
RGB/tp 
Serving J.:entuckians Since /906 
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EVALUATION OF INSTRUMENT 
PLEASE COMPLETE THE INSTRUMENT FIRST AND THEN OFFER ANY 
COMMENTS, CRITIQUE, AND/OR SUGGESTIONS IN THE FOLLOWING AREAS: 
1. FACE VALIDITY: (appearance of instrument; understandable 
questions; clear terminology; ambiguity; length of questions 
and survey; and "loaded", "sensitive" or "embarrassing" 
questions; clear instructions, etc.) 
2. CONTENT VALIDITY: (the variety of actions and skills 
related to health assessment and health teaching; are these 
actions realistically carried out by GNPs, etc.) 
3. LENGTH OF TIME IT TOOK YOU TO COMPLETE THE QUESTIONNAIRE: 
4. ANY OTHER GENERAL COMMENTS YOU WISH TO INCLUDE. THANK 
YOU. 
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January 1, 1991 
Dear Geriatric Nurse Practitioner: 
As a doctoral candidate in Nursing at Virginia Commonwealth 
University/Medical College of Virginia in Richmond, VA, I am 
developing an instrument for my dissertation which I'm sure 
will be of interest to you. The instrument will measure the 
Health Promotive Behaviors of the Geriatric Nurse Practitioner 
in Primary Health Care. While I am testing Fishbein's Theory 
of Reasoned Action, I am also attempting to develop nursing 
theory related to the GNPs role . 
As I'm sure you are aware, there are many factors which impact 
the delivery of health care to senior citizens - the number of 
persons over age 65, the cost of health care, the emphasis on 
preventive care, etc. And who is better prepared to assist 
clients with their Health Promotion than Geriatric Nurse 
Practitioners? But do GNPs carry out health promotion in 
primary care? What do they believe about Health Promotive 
Behaviors? What other professionals in the organizational 
setting facilitate the GNPs Health Promotive Behaviors? An 
index of the two health promotive behaviors being tested is 
included with this letter. 
I sincerely hope you will take part in the development of the 
instrument by completing the enclosed questionnaire and the 
General Information Data Sheet. In this way, you will have 
input to the development of the theory. The instruments are 
coded for purpose of sending reminders to non-respondents so 
I cannot assure you of anonymity. I do promise you the 
strictest confidentiality in regard to your identity and 
responses. Your return of the instrument is considered your 
consent to participate . 
Thank you in advance for your participation. I know 
everyone's schedule is busy, but I would appreciate receiving 
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this information back as soon as possible. It will take 
approximately twenty to thirty minutes to complete. 
~en~~.N.P. 
Doctoral Candidate in Nursing 
4501 Whitestone Drive 
Richmond, VA 23234 
( 804) 271-4416 
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GERIATRIC NURSE PRACTITIONER'S - HEALTH 
PROMOTIVE BEHAVIOR QUESTIONNAIRE 
Code Number ( last 4 digits of Social Security) 
~~~~~~~~~ 
GENERAL INSTRUCTIONS: 
This particular questionnaire is concerned with your opinion 
regarding two behavioral categories of health promotion: 
health assessment and health teaching. Each of the following 
questions makes use of a rating scale with seven places. 
Please place an "X" in the space that best indicates your 
opinion. While many of the questions may sound similar, they 
are asking different questions. It is important, therefore, 
for you to: 
(1) answer each question 
(2) place your "X" in the middle of a space 
(3) place only one "X" on each question 
Thank you for your participation. 
SECTION I. HEALTH ASSESSMENT 
SECTION A (Likely-Unlikely) 
1. During the next six months, I intend to carry out health 
assessment with clients 
likely __ _ 
extremely quite 
~~~~ ~~~~~~~~ ___ unlikely 
slightly neither slightly quite extremely 
2. In carrying out health assessment during the next six months, 
I intend to identify personal information about clients 
likely : : : . . . unlikely 
extremely quite slightly neither slightly quite extremely 
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3. In carrying out health assessment during the next six months, 
I intend to ask clients to describe a typical day in his/her life 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
4. In carrying out health assessment during the next six months, 
I intend to identify the client's support systems 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
5. In carrying out health assessment during the next six months, 
I intend to conduct a general assessment at time of the initial 
visit 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
6. In carrying out health assessment during the next six months, 
I intend to monitor client's problems or needs on repeated visits 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
7. In carrying out health assessment during the next six months, 
I intend to assess multiple problems and needs of clients (mental 
status, other medical problems, pharmacological problems, 
polypharmacy) 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
8. In carrying out health assessment during the next six months, 
I intend to identify factors which interfere with the person 
feeling good about him/herself 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
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SECTION B 
1. Carrying out health assessment with clients during the next six 
months is: 
essential non-essential 
extremely quite slightly neither slightly quite extremely 
beneficial notbeneficial 
extremely quite slightly neither slightly quite extremely 
desirable notdesirable 
extremely quite slightly neither slightly quite extremely 
good bad 
extremely quite slightly neither slightly quite extremely 
SECTION C (Should-Should not) 
1. Most people, who are important to me in the heal th care 
organization in which I work, think I 
should should not 
extremely quite slightly neither slightly quite extremely 
conduct health assessment with clients during the next six months. 
SECTION D (Likely-Unlikely) 
1. My carrying out health assessment with clients during the next 
six months will permit me to obtain an overall assessment of each 
client (factors related to health, lifestyle and personal habits, 
behaviors and needs) 
likely : unlikely 
extremely quite slightly neither slightly quite extremely 
2. My carrying out health assessment with clients during the next 
six months will permit me to establish a knowledge base for each 
person, considering the total person and why he/she acts the way 
he/she does 
likely : : unlikely 
extremely quite slightly neither slightly quite extremely 
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3. My carrying out health assessment with clients during the next 
six months will permit me to establish rapport with the client 
based on a trusting relationship 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
4. My carrying out health assessment with clients during the next 
six months will permit me to identify client's strengths and 
limitations (coping mechanisms, support systems, learning 
abilities) 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
5. My carrying out health assessment with clients during the next 
six months will permit me to develop a care plan for each client 
with prioritized needs 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
6. My carrying out health assessment with clients during the next 
six months will permit me to meet the client's family members 
and/or supporters 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
7. My carrying out health assessment with clients during the next 
six months is cost effective since it permits opportunity for early 
detection and prevention of diseases 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
8. My carrying out health assessment with clients during the next 
six months would be time consuming 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
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9. Other than time consuming, there are no disadvantages to my 
carrying out health assessment with clients during the next six 
months 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
SECTION E (good-bad) 
1 . Obtaining an overall assessment of each client (factors related 
to health, lifestyle, and personal habits, behaviors and needs) is 
good bad 
extremely quite slightly neither slightly quite extremely 
2. Establishing a knowledge base for each client, considering the 
total person and why he/she acts the way he/she does is 
good bad 
extremely quite slightly neither slightly quite extremely 
3 . Establishing rapport with the client, based on a trusting 
relationship is 
good bad 
extremely quite slightly neither slightly quite extremely 
4. Identifying the client's strengths and limitations ( coping 
mechanisms, support systems, learning abilities) is 
good bad 
extremely quite slightly neither slightly quite extremely 
5. Developing a care plan for each client with prioritized needs 
is 
good bad 
extremely quite slightly neither slightly quite extremely 
6 . Meeting the client's family members and/or supporters is 
good __ ~ 
extremely quite slightly neither slightly quite extremely 
bad 
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7. Cost-effective care which permits early detection and 
prevention of disease is 
good bad 
extremely quite slightly neither slightly quite extremely 
8. The fact that health assessment is time consuming is 
good bad 
extremely quite slightly neither slightly quite extremely 
9. Other than being time consuming, the fact that there are no 
other disadvantages to carrying out health assessment is 
good bad 
extremely quite slightly neither slightly quite extremely 
SECTION F (should-should not) 
1. My administrator thinks I 
should shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out health assessment with clients during the next six 
months. 
2. Most physicians with whom I work think I 
should shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out heal th assessment with clients during the next six 
months. 
3. Most nurse practitioners with whom I work think I 
should shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out health assessment with clients during the next six 
months . 
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4. Most of the clients' family members and/or supporters think I 
should shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out health assessment with clients during the next six 
months. 
SECTION G (not at all - very much) 
1. Generally speaking, how much do you want to do what your 
administrator thinks you should do? 
not 
at all 
ext_r_e_m_e_l_y quite ----
very 
much 
slightly neither slightly quite extremely 
2. Generally speaking, how much do you want to do what the 
physicians with whom you work think you should do? 
not 
at all 
------=--
extremely quite 
very 
much 
----
slightly neither slightly quite extremely 
3. Generally speaking, how much do you want to do what the other 
nurse practitioners with whom you work think you should do? 
not 
at all 
ext_r_e_m_e_l_y quite ----
very 
much 
slightly neither slightly quite extremely 
4. Generally speaking, how much do you want to do what the 
clients' family members and/or supporters think you should do? 
not 
at all 
------=--
extremely quite 
----
very 
much 
slightly neither slightly quite extremely 
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SECTION H. (most of the time - hardly never) 
1. During the past six months, to what degree have you completed 
health assessment with your clients? 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
2. During the past six months, to what degree did you 
identify personal information about clients 
Most of 
the 
time 
----
extremely quite slightly neither slightly quite 
Hardly 
never 
---
extremely 
3. During the past six months, to what degree did you ask 
clients to describe a typical day in his/her life 
Most of 
the 
time 
ex_t_r_e_m_e-ly quite slightly neither slightly quite 
Hardly 
never 
---
extremely 
4. During the past six months, to what degree did you 
identify the client's support systems 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
5. During the past six months, to what degree did you conduct 
a general assessment at time of the initial visit 
Most of 
the Hardly 
time never 
ex~t_r_e_m_e~l-y quite slightly neither slightly quite_e_x_t_r-emely 
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6 . . During the past six months, to what degree did you monitor 
client's problems or needs on repeated visits 
Most of 
the Hardly 
time~~~ ~~~-never 
extremely quite slightly neither slightly quite extremely 
7. During the past six months, to what degree did you assess 
multiple problems and needs of clients (mental status, other 
medical problems, pharmacological problems, polypharmacy) 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
8. During the past six months, to what degree did you 
identify factors which interfere with the person feeling good 
about him/herself 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
SECTION II. HEALTH TEACHING 
SECTION A (Likely-Unlikely) 
1. During the next six months, I intend to carry out health 
teaching with clients 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
2. In carrying out health teaching during the next six 
months I intend to provide anticipatory guidance to clients 
(identify patterns of behavior early which could be potential 
problem in future) 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
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3. In carrying out heal th teaching during the next six 
months, I intend to teach clients what can be done to prevent 
problems 
likely =~~-unlikely 
extremely quite slightly neither slightly quite extremely 
4. In carrying out health teaching during the next six 
months, I intend to teach client the need for health promotion 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
5. In 
months, 
person 
carrying out heal th teaching during the 
I intend to make an individualized plan 
next six 
for each 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
6. In carrying out heal th teaching during the next six 
months, I intend to related health problems to each other and 
to health status (e.g. bronchitis to stress incontinence) 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
7. In carrying out health teaching during the next six 
months, I intend to check for client's understanding of health 
regimes 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
8. In carrying out health teaching during the next six 
months, I intend to offer options about care so client can 
make more informed choice 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
9. In carrying out health teaching during the next six 
months, I intend to provide literature, as needed 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
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10. In carrying out health teaching during the next six 
months, I intend to talk with clients about referral groups 
(e.g. AA) 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
11. In carrying out heal th teaching during the next six 
months, I intend to carry out evaluation/follow up of behavior 
change 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
SECTION B 
1. Carrying out health teaching with clients during the next 
six months is: 
essential : : : : : : non-essential 
extremely quite slightly neither slightly quite extremely 
beneficial : : : : : : not beneficial 
extremely quite slightly neither slightly quite extremely 
desirable : : : not desirable 
extremely quite slightly neither slightly quite extremely 
good ___ --,----c--·---- . 
extremely quite slightly neither slightly quite extremely 
bad 
---
188 
SECTION C (Should-Should not) 
1. Most people, who are important to me in the health care 
organization in which I work, think I 
should should not 
extremely quite slightly neither slightly quite extremely 
conduct health teaching with clients during the next six 
months. 
SECTION D (Likely-Unlikely) 
1. My carrying out health teaching with clients during the 
next six months will permit the client to learn a self-care 
model 
likely =~~-unlikely 
extremely quite slightly neither slightly quite extremely 
2. My carrying out health teaching with clients during the 
next six months will yield client's increased understanding of 
what is occurring and increased compliance 
likely : : unlikely 
extremely quite slightly neither slightly quite extremely 
3. My carrying out health teaching with clients during the 
next six months will permit the client to learn importance of 
health promotion, health prevention and health maintenance 
likely : : ~~_unlikely 
extremely quite slightly neither slightly quite extremely 
4. My carrying out health teaching with clients during the 
next six months will enhance the clients problem-solving 
ability 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
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5. My . carrying o~t health teaching with clients during the 
~ext six . months will provide the opportunity to present new 
information to elders and family members and/or supporters 
likely~~ : : : : unlikely 
extremely quite slightly neither slightly quite extremely 
6. My carrying out health teaching with clients during the 
next six months will yield improved quality of life for 
clients 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
7. My carrying out health teaching with clients during the 
next six months will increase client's self-esteem 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
8. My carrying out health teaching with clients during the 
next six months provide opportunity to include client in plan 
of care 
likely ~~-unlikely 
extremely quite slightly neither slightly quite extremely 
9. My carrying out health teaching with clients during the 
next six months permits client and me to build rapport 
likely unlikely 
extremely quite slightly neither slightly quite extremely 
10. My carrying out health teaching with clients during the 
next six months permits opportunity for team work between 
client and me 
likely unlikely 
extremely quite slightly neither slightly quite e xtremely 
11. My carrying out health teaching with clients during the 
next six months provides opportunity for me to function as 
facilitator and advocate 
likely : unlikely 
extremely quite slightly neither slightly quite extremely 
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12. My carrying out health teaching with clients during the 
next six months offers rewards for me (e.g. patient can teach 
me) 
likely : ___ unlikely 
extremely quite slightly neither slightly quite extremely 
13. My carrying out health teaching with clients during the 
next six months is time consuming 
likely ___ unlikely 
extremely quite slightly neither slightly quite extremely 
14. Other than time consuming, there are no disadvantages to 
my carrying out health teaching with clients during the next 
six months 
likely ___ unlikely 
extremely quite slightly neither slightly quite extremely 
SECTION E (good-bad) 
1. Permitting a client to learn self-care model is 
good bad 
extremely quite slightly neither slightly quite extremely 
2. Increasing client's understanding of what is occurring and 
increasing compliance is 
good . bad 
extremely quite slightly neither slightly quite extremely 
3. Permitting the client to learn importance of health 
promotion, health prevention, and health maintenance is 
good __ -=---
extremely quite slightly neither slightly quite extremely 
bad 
----
4. Enhancing the client's problem-solving ability is 
good __ -=---
extremely quite slightly neither slightly quite extremely 
bad 
----
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5. Presenting new information to elders and family members 
and/or supporters is 
good bad 
extremely quite slightly neither slightly quite extremely 
6. Improving the quality of life for clients is 
good bad 
extremely quite slightly neither slightly quite extremely 
7. Increasing the client's self-esteem is 
good bad 
extremely quite slightly neither slightly quite extremely 
8. Including the client in plan of care is 
good bad 
extremely quite slightly neither slightly quite extremely 
9 . Building rapport between client and me is 
good bad 
extremely quite slightly neither slightly quite extremely 
10. Team work between client and me is 
good bad 
extremely quite slightly neither slightly quite extremely 
11. My functioning as facilitator and advocate is 
good bad 
extremely quite slightly neither slightly quite extremely 
12. The opportunity for rewards for me (e.g. patient can teach 
me) is 
good bad 
extremely quite slightly neither slightly quite extremely 
13. The fact that health teaching is time consuming is 
good : =~~~~ ~~~-bad 
extremely quite slightly neither slightly quite extremely 
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14. Other than being time consuming, the fact that there are 
no disadvantages to my carrying out health teaching with 
clients during the next six months is 
good : : bad 
extremely quite slightly neither slightly quite extremely 
SECTION F (should-should not) 
1. My administrator thinks I 
should : : : shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out health teaching with clients during the next six 
months . 
2. Most physicians with whom I work think I 
should shouldnot 
extre_m_e_l_y~quite slightly neither slightly qui_t_e~e~xtremely 
carry out health teaching with clients during the next six 
months. 
3. Most nurse practitioners with whom I work think I 
should shouldnot 
extre_m_e~l~y~quite slightly neither slightly qui_t_e~e-x-tremely 
carry out health teaching with clients during the next six 
months. 
4. Most of the clients' family members and/or supporters 
think I 
should shouldnot 
extremely quite slightly neither slightly quite extremely 
carry out health teaching with clients during the next six 
months. 
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SECTION G (not at all - very much) 
1. Generally speaking, how much do you want to do what your 
administrator thinks you should do in regard to health 
teaching? 
not very 
at all~~- much 
extremely quite slightly neither slightly quite extremely 
2. Generally speaking, how much do you want to do what the 
physicians with whom you work think you should do in regard to 
health teaching? 
not 
at all 
-""7""""--
extremely 
very 
____ much 
quite slightly neither slightly quite extremely 
3. Generally speaking, how much do you want to do what the 
other nurse practitioners with whom you work think you should 
do in regard to health teaching? 
not very 
at all much 
extremely quite slightly neither slightly quite extremely 
4. Generally speaking, how much do you want to do what the 
client's family members and/or supporters think you should do 
in regard to health teaching? 
not very 
at all ~~~much 
extre_m_e~l~y--quite slightly neither slightly quite extremely 
SECTION H. (most of the time - hardly never) 
1 . During the past six months, to what degree have you 
carried out health teaching with your clients? 
Most of 
the Hardly 
time : never 
extremely quite slightly neither slightly quite extremely 
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2. During the past six months, to what degree did you provide 
anticipatory guidance to clients (identify patterns of 
behavior early which could be potential problem in future) 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
3. During the past six months, to what degree did you teach 
clients what can be done to prevent problems 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
4. During the past six months, to what degree did you teach 
clients the need for health promotion 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
5. During the past six months, to what degree did you make an 
individualized plan for each person 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
6. During the past six months, to what degree did you relate 
hea 1th problems to each other and to hea 1th status (e.g. 
bronchitis to stress incontinence) 
Most of 
the Hardly 
time : never 
extremely quite slightly neither slightly quite extremely 
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7. During the past six months, to what degree did you check 
for client's understanding of health regimes 
Most of 
the 
time 
~~~ 
extremely 
Hardly 
never 
quite slightly neither slightly qui_t_e~e-x-tremely 
8. During the past six months, to what degree did you offer 
options about care so client can make more informed choice 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
9. During the past six months, to what degree did you provide 
health literature to clients, as needed 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
10. During the past six months, to what degree did you talk 
with clients about referral groups (e.g. AA) 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
11. During the past six months, to what degree did you carry 
out evaluation/follow up of behavior change 
Most of 
the Hardly 
time never 
extremely quite slightly neither slightly quite extremely 
Thank you, again, for your participation! Please complete the 
General Information Data Sheet on following sheets. 
APPENDIX J 
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GENERAL INFORMATION DATA SHEET 
Please complete the general information requested below. 
Please check the correct answer and return along with the 
other part of the instrument in the pre-stamped, enclosed 
envelope as soon as possible. Your participation is 
appreciation. 
A. YOUR GENDER: 
Female 
Male 
B. YOUR AGE GROUP: 
Below 30 
30-39 
40-49 
50-59 
60 and Over 
C. YOUR BASIC NURSING EDUCATION PROGRAM: 
Diploma 
AON 
BSN 
C. YOUR HIGHEST LEVEL OF EDUCATION: 
Diploma 
AON 
Bachelors (Nursing) 
Bachelors (Other discipline) 
Masters (Nursing) 
Masters (Other discipline) 
Ph.D. (Nursing) 
Ph.D. or Ed.D. (Other discipline) 
D. IN WHICH METHOD DID YOU BECOME A 
GERIATRIC NURSE PRACTITIONER? 
Certificate program 
Masters Program 
Other: 
_____ (1) 
_____ (2) 
_____ (3) 
____ (4) 
_____ (5) 
_____ (6) 
____ (7) 
_____ (8) 
____ (9) 
____ (10) 
_____ (11) 
_____ (12) 
____ (13) 
_____ (14) 
_____ (15) 
_____ (16) 
____ (17) 
_____ (18) 
_____ (19) 
_____ (20) 
_____ (21) 
E. NUMBER OF YEARS YOUR HAVE BEEN AN RN? 
Less than 10 
10-15 
16-20 
Over 20 
F. NUMBER OF YEARS YOUR HAVE BEEN A GNP? 
Less than 5 
5-10 
11-15 
16-20 
Over 20 
G. DO YOU HOLD ANA CERTIFICATION AS GNP? 
Yes 
No 
H. DID YOUR NURSE PRACTITIONER PROGRAM HAVE 
FORMAL CLASSES IN HEALTH PROMOTION? 
Yes 
No 
I. IF QUESTION "H" WAS YES, APPROXIMATELY 
HOW MANY HOURS OF INSTRUCTION? 
Less than 6 
6-10 
11-20 
Over 20 
J . YEARS OF PRACTICE IN YOUR PRESENT 
POSITION? 
Less than 1 
1-5 
6-10 
Over 10 
K. IN WHAT TYPE OF FACILITY ARE YOU 
PRESENTLY EMPLOYED? 
My own independent practice 
Nursing Center 
Private MDs Practice 
Hospital 
Hospital Out-patient Clinic 
Nursing Home 
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___ __ {22) 
____ (23) 
____ _ (24) 
____ _ {25) 
_____ (2 6 ) 
____ (27) 
_____ (28) 
_____ (29) 
_____ (30) 
_ ____ (31) 
_____ (32) 
_____ ( 33 ) 
_____ (34) 
_ ____ { 3 5) 
_____ { 3 6) 
_____ (37) 
_____ (38) 
_ ____ (39) 
_ ____ (40) 
_____ (41) 
_____ (42) 
_____ (43) 
_____ (44) 
_____ (45) 
_ ____ (46) 
_ ___ (47) 
_ ____ (48) 
A type of HMO: 
University-based HMO 
Prepaid Group Practice 
Individual Practice Assoc. (IPA) 
Neighborhood health center 
Other: 
L. IN WHAT STATE DO YOU PRACTICE AS A 
GNP? 
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____ (49) 
_____ (50) 
_____ (51) 
_____ (52) 
_____ (53) 
M. IN YOUR STATE, WHAT ORGANIZATION IS THE LICENSING AGENCY 
FOR GNPs? ( 55) 
N. IN WHAT TYPE OF SETTING IS YOUR 
ORGANIZATION LOCATED? 
Large metropolitan city 
Smaller, urban city 
Rural 
0. NUMBER OF NURSE PRACTITIONERS 
EMPLOYED IN YOUR ORGANIZATION 
P. NUMBER OF PHYSICIANS EMPLOYED 
IN YOUR ORGANIZATION 
Q. PROFESSIONAL PREPARATION OF YOUR 
ORGANIZATION'S ADMINISTRATOR: 
MBA 
Physician 
Ph.D. in Health Administration 
RN 
Other ____________ _ 
R. APPROXIMATELY WHAT PERCENT OF 
YOUR CLIENTS ARE OVER AGE 55? 
Less than 10% 
10-25% 
26-50% 
51-75% 
76-100% 
S. DURING THE LAST 6 MONTHS, THE AVERAGE 
DAILY NUMBER OF PATIENTS YOU SEE 
_____ (56) 
____ (57) 
_____ (58) 
____ (59) 
_____ (60) 
_____ (61) 
_____ (62) 
____ (63) 
____ (64) 
_____ (65) 
_____ (66) 
_____ (67) 
_____ (68) 
_____ (69) 
_____ (70) 
_____ (71) 
T. DURING THE LAST 6 MONTHS, THE AVERAGE 
DAILY NUMBER OF PATIENTS SEEN BY A 
PHYSICIAN? 
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_____ (72) 
APPENDIX K 
LETTER TO RELIABILITY SAMPLE 
MEMORANDUM 
To: 
From: Sandy Venegoni, BSN, MN, ANP 
Doctoral Candidate in Nursing 
4501 Whitestone Dr 
Richmond, VA 23234 
(804) 271-4416 
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Thank you very much for your prompt return of the Geriatric 
Nurse Practitioner's Health Promotive Behavior Questionnaire. 
As stated in my previous letter, not only am I testing the 
Theory of Reasoned Action in a new social domain, but also 
developing theory regarding the role of the GNP. 
As I am sure you know, the reliability of the instrument needs 
to be established. One method of accomplishing this is to 
retest the sample. The enclosed is an abbreviated version of 
the instrument you previously completed. I sincerely hope you 
will complete and return it to me within the next few days. 
Again, since the last four digits of your social security are 
requested on the document, I cannot assure you of anonymity. 
I do promise you the strictest confidentiality in regard to 
your identity and responses. Your return of the instrument is 
considered your consent to participate. 
Again, my sincere thanks for participating in this study and 
taking the time to be involved with development of new 
knowledge regarding the GNP's role. It is through studies 
such as this, that our continued role in the health care arena 
will be advanced. I look forward to sharing the results with 
you at national meetings and in the literature. 
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January 23, 1991 
Dear Geriatric Nurse Practitioner: 
About three weeks ago, I mailed a questionnaire to you. As of 
this date, I have not received your copy in the return mail. 
I realize with the post-holiday activities and the current 
world crisis, that life has been exceptionally busy for all of 
us and that, perhaps, you have not been able to complete the 
questionnaire . For that reason, I am sending you a second 
copy of the instrument and hope you will be able to find a few 
minutes to complete and return it to me. 
As a doctoral candidate in Nursing at Virginia Commonwealth 
University/Medical College of Virginia in Richmond, VA I am 
very interested in the Health Promotive Behaviors of GNPs. 
Besides testing Fishbein's Theory of Reasoned Action, I am 
also attempting to develop nursing theory related to the GNPs 
role. As I'm sure you are aware, the literature contains 
minimal research results of the GNPs role in health promotion. 
I hope I can strongly encourage you to participate in thi s 
study and return the completed questionnaire as soon as 
possible. I sincerely appreciate you assistance, not only in 
my personal endeavor, but also for participating in the 
documentation of the GNPs role. Thank you again. 
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Doctoral Candidate in Nursing 
4501 Whitestone Drive 
Richmond, VA 23 234 
(804) 271-4416 
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